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Abstract

AN ANALYSIS OF THE ATTITUDES OF UNLICENSED PERSONNEL
IN SAN BERNARDINO METROPOLITAN

AREA CONVALESCENT HOSPITALS

TOWARD THEIR JOBS AND THE GERIATRIC PATIENTS

by

Theodore G. Sneed

In American society, convalescent facility residency is a fact
of life for many of the aged.

Typically, in these geriatric facili

ties, eighty to ninety percent of primary patient care services are

delivered by unlicensed personnel.

Unfortunately, this segment of

the convalescent facility employee population tends to be transient,

underpaid and overworked, and to feel very low esteem for themselves
and their jobs.

This situation has produced many service abuses and

interaction difficulties in the convalescent facilities.

Up until

the present there has been little attempt on the part of Sociology
to study this portion of the employee population in these facilities.
The major objective of this study was to further study, define,
and attempt to indicate improvement directions for the situation of
unlicensed personnel in convalescent facilities.

In order to accom

plish this a questionnaire was constructed, utilizing a modified form

of the Butterfield and Bensberg

SREB Attendant Opinion Survey, that

attempted to measure if the recommended important variables from the

research literature concerning other related employee populations
would relate significantly to the situation of Tinlicensed personnel
in geriatric convalescent facilities.

The research hypothesis was implemented through the distribution
of the survey questionnaires to a sampling of the employees in seven
teen convalescent hospitals in the San Bernardino City Metropolitan

Area.

Permission was obtained from the administrators and nursing

supervisory staff in these institutions who worked closely with the
researcher in distributing and collecting the survey instruments.
The results of this study were statistically inconclusive, but

definitionally and descriptively significant.

The independent varia

bles of institutional type, present school attendance, educational

level, and age and job type seemed to have a potentially strong ef
fect on the attitude/opinion dimensions of institutional identifica

tion, attendant seclusiveness, comradeship with residents, negative
feelings toward supervisory personnel, discipline, irritability, nega
tive feelings concerning giving primary care services, job insecurity,

and job rejection.

The variables marital status and citizenship also

had potential effects on single attitude dimensions.

Other potential

sources of difficulties in the interactions of unlicensed personnel
were obtained in interviews with administrators and federal/state
government agencies and these were discussed and considered from dif

ferent perspectives quite extensively as part of this study.
Even though it is necessary to realize that this study is prelim
inary and pilot research, it is also important to understand that it
can provide an important initial foundation for the study of an area

of our society's environment that is becoming increasingly critical
and needy of attention.
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INTRODUCTION AND NEED FOR STUDY

The historical progenitors of rest homes in the United States were

almshouses (Moss, 1977, page 5), i.e., the public poorhouses, which were
originally established by our colonial forefathers for the care of the
old, poor, and sick.

These facilities were better known as "warehouses"

for the rejects and castoffs from the strict Puritan societal structure

of early America. The Puritans felt that poverty and illness were visi

ble manifestations of the punishments of wrathful God for one's sins,
and should be treated accordingly by society. However, fortunately for
most, the threat of "warehousing" was minimal for those who did not live

in the larger colonial communities or towns. The population of America

at this time was predominantly rural, and in this setting the elderly
and the sick were treated with concern and respect in multi-generational

families that stressed responsibility for one's own. Regrettably, this
system of home care did not continue to endure.

The great influx of

immigrants at the beginning of the twentieth century seemed to propel
the focus and interests of America towards industrialization and urban

living. As a result, the traditional role of the elderly in the Ameri
can home was undercut.

The urban environment, with its emphasis on full-

time employment and physical mobility seems ill—suited for the supporting
of multi-generational extended families.

In an attempt to alleviate the problems that arose in the care of

the elderly due to increased industrialization and immigration. Congress
approved the Social Security Act of 1935.

The intent of this Act was

to provide federal old-age assistance funds to encourage the elderly to

become more self-sufficient and autonomous and have the option of living
at home.

There was a strong adverse reaction from the public at this

time towards the generally deficient quality of care and environment

prevalent in public geriatric facilities. Largely because of this pub

lic sentiment Congress included a clause in the SSA that barred the pay
ment of the Federal assistance funds provided in the Act to individuals
housed in public institutions.

Thus, the realistic effect of the SSA

became in direct opposition to its original purpose. Many of the eld
erly, especially those with physiological or mental disabilities, who

had no other facilities to turn to were forcibly displaced from public
facilities into privately-owned, for-profit boarding houses or institu
tions, that later, with the addition of medical-care personnel, became

known as "nursing" homes. Thus, the present-day preeminence of our
rather dubiously unique system of for-profit nursing homes can be
traced to this clause of the SSA which gave them an inadvertant helping
hand.

Although America's present nursing-home-system solution to the pro
blem of large numbers of displaced elderly is a comparatively recent
development, the societal principles on which it is based are seemingly
a continuation of the original Puritan position.

Too many in our soci

ety still view the old, the sick, and other "nonproductive" members of
our culture as a burden and embarrassment that should be avoided because

we cannot cope with the realities that they confront us with.

At the

same time, none of us can truly escape the consequences of our mortality
much as we might wish to.

Thus, a condition is produced in which a

societal solution is being sought for a situation that too many of us

refuse to even face, much less resolve.

With these conflicting atti

tudes so prevalent in its origins, it is little wonder that our conva

lescent facility system is rife with challenges, perplexities, and
problems.

It is the general objective of this study to examine these

conflicting attitudes in the convalescent facility setting with the
hope that such knowledge may help resolve this dilemma.

Chapter 1

REVIEW OF THE LITERATURE

The demand for medical services is higher for the elderly than for
any other part of the population.

Senior citizens are ill three times

as often as the younger population, are hospitalized three times as

long, and spend three times as much for medical care (Jaeger, 1970).
Although older Americans constitute only ten percent of the total U.S.
population, they consume more than thirty percent of the nations total

health products (Moss, 1977, page 2). This situation is seemingly due
to several important factors: 1) Approximately seventy percent of

modern miracle drugs were not available twenty years ago - many of

these having helped to much increase our life expectancy,

2) Although

more people are living longer, the quality of their existence has not

been increased in proportion to their longevity; many, including a large
percentage of the elderly, suffer from lingering maladies and multiple
disabilities which keep them dependent on drugs and medical treatments

for their very existence, and 3) The increased reliance on drugs and
medical care that is a complication of the lives of the elderly is un
fortunately openly fostered and encouraged by society, by professional
medical-service personnel in nursing homes, and by the Federal and State
governments through Medicare and Medicaid.

Ironically, even though the

elderly have legitimate needs for increased health care, the nursing
home system has seemingly not been able to supply these needs adequately.

This inadequacy is apparently due to several unfavorable and seemingly
unavoidable conditions that tend to exist in nursing homes which origi
nate from a mixture of internal and external attitudes and realities.

First, as reported in a number of studies, the attitudes of the
majority of nursing home assistance personnel, both medical and nonmedical, towards geriatric residents and their environment is consis

tently stereotyped and negative, i. e., they do not prefer to work in
nursing homes or generally do not desire to associate with the old and

sick.

Miller and Lowenstein (1976) reported an overall physician's dis-

terest in treating institutionalized ill elderly.

Ninety percent of

those surveyed felt competent to treat the aged ill, but seventy per
cent of those giving the actual geriatric primary care had had no sig
nificant degree of geriatric training in their medical education.
Eighty-five percent stated that physicians should be involved in the
nursing home placement process, but only twenty-one percent felt that

they continued to be responsible for patient care after placement.
Ninety percent of the respondents did not prefer nursing homes as a
place to practice medicine.

Moss (1977, 171-184) and Pattee (1974) agree with Miller and Lowenstein's findings, but cite several important factors that should be con
sidered when weighing physician's absence and attitudes towards nursing
homes:

1) There is a general U.S. shortage of physicians that is com

pounded by their tendency to centralize in large metropolitan centers,

2) Physicians tend to feel that their time is better spent treating
those members of society who have the majority of their life and useful
ness ahead of them, 3) Physicians are not immune to the depressing and
unpleasant atmosphere present in too many nursing homes, and wish to
avoid exposure to it as much as possible, 4) Quixotic administration

of Medicare and Medicaid, which are the key organizations responsible
for payment of physician's services, which results in inadequate and

uncertain compensation for medical treatments, 5) Physicians cannot ex

pect the professional back-up and support personnel in a geriatric
facility that they can in a hospital, and 6) The practice of geriatrics
receives very little attention in most medical schools.

Campbell (1971) and Gillis (1973) reported similar problems in

their studies of nursing personnel. Campbell found that even though
registered nurses in nursing education institutions were better educa

ted and less willing to accept stereotyped statements concerning the
elderly, they spent the least amount of time in actual geriatric pri
mary care, and did not prefer to work with geriatric patients.

Aides

and licensed practical nurses (LPN's) had less education, were more
stereotyped in their responses to the elderly, did the majority of primary care, yet preferred to work with geriatric patients.

Gillis stu

died nursing and convalescent homes and found that the attitudes of

registered nurses in these facilities toward the aged were effected by

the agency of employment, their level of education, and their length
of employment.

Moss (1977, 185-196) also found valid reasons for the

attitudes and behavior of nurses concerning geriatric institutions and

the aged: 1) Even though there there is a chronic shortage of nurses,

they are given the bulk of responsibilities in the nursing home, i.e.,
there are a great deal of direct and indirect patient medical needs

that can only be met through the services of a registered nurse, 2) Also
because of this shortage, most nurses are thrust into supervisory roles
and overburdened with administrative tasks that involve numerous extra

activities such as in-service training, physician consultation, hiring

and firing, committees, etc., that keep them from performing their

normal duties and further tax their energy, 3) Working conditions are
deficient, and wages and fringe benefits are lower than normal, and

4) as with M.D.'s, nurses do not like the negative and depressing as
pects of geriatric medical care and receive little encouragement and
training in nursing schools to counter these feelings.
Studies done with non-medical personnel who work with the aged have
yielded similar results.

In their study of social workers, registered

nurses, and clinical psychologists, Wolk and Wolk (1971) found that

only 44 of 220 respondents (20%) preferred to work with the elderly.
The workers in the sample tended to view the aged inappropriately and
stereotypically, although younger workers' attitudes were slightly less
stereotypical than older workers' attitudes.

This seemed to be due to

the effect of the threat of advancing age on the older worker. Wilensky
and Barmack (1966) found a similar situation existing with clinical
psychology graduate students.

The majority did not prefer to work

with the elderly or in geriatric institutions.

Mnisters also tended

to evaluate older people and their needs negatively and do not prefer
to serve them as parishioners (Moberg, 1969).

Tuckman and Lorge (1958)

reported that this same situation exists among other personnel that
work with the aged, such as:

nursing home directors, occupational ther

apists, teachers, public relations officials, etc.

In related studies, Cohen and Streuning (1963) and Butterfield and

Bensberg (1965-1968) found that attitude situations in mental hospitals
and institutions for the mentally retarded, both of which contain a

large percentage of elderly patients, are similar to those in nursing
homes.

Cohen and Streuning reported an important phenomenon when using

the OMI (Opinions about Mental Illness) scale with workers in several
large mental hospitals.

The OMI scale measures five dimensions:

social

restrictiveness, mental hygiene etiology, interpersonal etiology,

benevolence and authoritarianism. Workers' responses significantly
tended to cluster along occupational lines. White collar workers, in
cluding physicians, dentists, nurses, and therapists, scored low on

authoritarianism, but were otherwise average. Psychologists, social
workers, and clergymen, who could also be considered white collar even

though they were clustered because of being non-medical, scored even

lower on authoritarianism, were low on social restrictiveness, but
were high on mental hygiene and interpersonal etiology. However, blue
collar workers, including aides and orderlies, scored very low on bene
volence and very high on authoritarianism and social restrictiveness.

The authors attributed these findings to several factors: 1) Friction

between personnel groups, 2) Disparate views on human nature, 3) Vary
ing job requirements and nature of responsibilities, 4) Social-educa
tional class differences, and 5) the fact that the two white collar

clusters had little to do with primary patient care, i.e., it would
stand to reason that the blue-collar worker would be high on authori
tarianism and social restrictiveness because they were the ones respon
sible for institutional order and enforcement of rules and took the

brunt of patient psychological and physical abuse, as well as that of

the administrators, if things were not progressing according to the
plan. Butterfield and Bensberg further highlighted the plight of
the mental hospital attendant in their studies. They found similar
authoritarianism, social restrictiveness, and negative attitudes.

but felt that working conditions could be largely responsible for these
problems.

They felt that a situation of low job rewards and salary,

low job desirability, excessive work load and work hours, no training for
the job, high turnover rate, and little opportunity for advancement was

realistically not conducive to producing positive attitudes.

Although

there is a paucity of literature available, a comparable situation seems
to exist for nursing home aides and orderlies as for mental hospital

attendants (Gillis, 1973; Handschu, 1973; Moss, 1977, pgs. 165-169).
They are doing eighty to ninety percent of patient care and getting
very little in exchange for their efforts except frustrating working
conditions.

Secondly, as a number of studies have shown, the attitudes of the

aged, especially those who are institutionalized, towards themselves and
their environmental conditions are generally negative.

Kahana and Coe

(1969) found that the longer a geriatric resident was institutionalized
the more depersonalized and negative were his statements about himself.
Larson et al., (1969) reported that geriatric residents tend to have
favorable or unfavorable evaluations of the nursing home staff, depend
ing on their self and environmental evaluations.

Tuckman and Lorge

(1952) found that older people's attitudes towards themselves became
increasingly stereotyped with advancing age and that they tended to
report information about older people in general strictly on the basis
of their own life experiences.

Their attitudes seemed to deteriorate

in proportion to their personal negative experiences.

Drake (1958,

page 314) points out the "minority-group" attitude that many older
people tend to develop because they feel that institutionalization is

a prelude to death rather than a useful experience in community living.

Many other studies have pointed out the societal and interpersonal fac

tors that influence the attitudes and situations of the elderly (e.g..
Field, 1968, pages 110-116; Hermann, 1972; Lee, 1976; DeCamacho, 1976).

Thirdly, as has been previously mentioned, society-in-general's
attitudes towards the elderly tend to be stereotyped and negative.

This

has been underlined in the comprehensive studies done by Barron (1953),

Tuckman and Lorge in the 1950's (1952, 1953, 1958), and Kogan, Golde,

and Shelton in the 1960*s (1959, 1961), who developed the two major
analysis instruments that are used in measuring the attitudes in these

areas.

The works of Field (1970) and Drake (1958) are also important

in understanding this problem area.

They report that young people per

ceive that older people resent them and are only interested in them

selves and their families, and thus they tend to reject older people
and not socialize with them.

Older people fear being denigrated and

rejected by the young, and seek to avoid the young in order to minimize
this risk.

A vicious cycle , or generation gap, emerges that is fed

by each side's resentments and misunderstandings, and results in an un
easy "stand-off" between the old and sick and the young and well.
Lastly,

a discussion of the core issues concerning the convale

scent hospital environment would not be complete without a brief pre
sentation of the opinions

of the people that fill the important roles

and interact in the convalescent hospital environment in a way that

affects the condition and equilibrium of this environment.

areas include the following:

The role

the physician's role, the management/

administration role, the registered nurse's role, the role of the un
licensed personnel, the management/administration role, the resident's
role, the relative's role, and the role of the society and external

agencies to the convalescent facility.

It is not the purpose of this

presentation to completely delineate and analyze in-depth the opinions
of people presently working and interacting in these role areas.

Each

area will be briefly summarized including its key issues and inter

actions and how these relate to the population that is being explored
in this study.

a.

The physician's role.

As was stated previously, most physi

cians feel that they are qualified to treat the elderly, even though
they have no special training to do so.

However, very few of them feel

that treating the ill elderly is a desirable career, and this feeling
is reflected by the number that actually set up a geriatric practice.
Despite this, physicians play a very important, even indispensable, role

in convalescent facilities.

They must give physical evaluations of the

conditions of each geriatric patient and be legally responsible for any
medical care that is required.

But, historically, physicians have ab

dicated their role of responsibility for convalescent patients.

They

are usually infrequent and reluctant visitors to geriatric facilities.
Even though the demand for medical services is three times that of the

rest of the population, these needs are only minimally being met by phy
sicians.

Part of this is due to the fact that approximately 70% of mo

dem drugs were not available twenty years ago (Moss, 1977).

Many of

these have helped to increase life expectancy, but the quality of exis
tence has not necessarily been increased on the same scale.

More and

more people live longer and longer, but there is an ever-increasing

number, including a large percentage of the elderly population, who suf

fer from multiple disabilities and may owe their very lives to "miracle"

drugs. This dependency naturally causes an increased demand for drugs.
When we put this increased demand for drugs together with the resistance

of many physicians and medical specialists to treat convalescent pa
tients, we have a drug-reliance cult that is encouraged by medical pro
fessionals and at least tacitly supported by the patients themselves.

Thus, it is no wonder that many, including physicians, feel that the

role of the doctor in the convalescent facility is a largely external
one that is usually limited to geriatric maintenance services.
The physicians feel that there are many solid and factual reasons

for their role in convalescent-care facilities. One, as previously
stated, according to Department of Labor statistics the United States

is short some 50,000 physicians and this is compounded by an unequal dis
tribution of medical doctors who tend to locate in the large, metropol
itan population centers where the medical facilities, economic standards,
and clientele are much improved. Wherever the doctor shortages are felt,
the physicians who are attempting to meet the needs are forced to allo

cate their time to meet the most critical needs and priorities of the
population.

And when it comes to a comparison with the needs of the

younger society, the older people, and especially those that are insti
tutionalized, tend to lose out.

Physicians tend to feel that their

time is better spent with those members of society who have most of

their lives and usefulness before them (Field, 1970).

Two, another

annoying and frustrating factor for physicians who attempt to treat the
elderly is the predominance of Medicare (Federal) and Medical (State)
programs that are the main organizations

responsible for the payment

of medical services for the poor, handicapped, and elderly. Physi—

cians complain about these agencies' quixotic administrations, endless
red tape and bureaucracy, ever-changing rules, and inadequateness and
uncertainness in their compensation for services.

Even legitimately

large physician's bills are looked upon with suspicion and righteous
indignation by many in these agencies.

As a result, many times pre

vious eligibility standards will be overruled and compensation subse
quently lowered - to the detriment of the physician, of course. Some

physicians feel that this kind of irresponsible management encourages

the gouging and "kickback" schemes that periodically surface in the
press.

The director of the California agency, MediCal, reported re

cently on the radio that last year, out of a budget of 4 billion dol
lars, 1 billion was spent due to these kickback schemes and faulty

management procedures.

Three, doctors feel they do not have nearly as

many back-up and support personnel in convalescent hospitals that they
would expect in a typical acute-care hospital.

They feel that they

cannot view a convalescent hospital like a "regular" hospital because
they cannot totally meet the needs of too many of their patients due
to the inadequate personnel, supplies, and facilities in the convale
scent hospital.

Four, physicians

are also influenced by the typical

environment in the convalescent facility.

The harsh realities of near-

death, degeneration, and disease can be very unpleasant and depressing
and most people, physician's included, would rather spend as little
time as possible in this kind of environment.

Unfortunately, the

reports and feelings of physicians concerning convalescent facilities
tends to be the rule, rather than the exception for those whose roles
influence the convalescent-facility environment.

b.

The registered nurse's role.

Convalescent facilities, or "nur

sing homes", as many called them in the past, have tended to put the
major responsibility for patient care upon nursing personnel.

concept can be very misleading.

But this

There are approximately 65,000 nurses,

at three shifts per day, for 1,000,000 patients in 23,000 nursing homes
in the United States today (Moss, 1977).

As is apparent, this number

is not nearly enough for the job that needs to be done.

Registered nur

ses are essentially the hub of the convalescent facility wheel.

They

must provide and take responsibility for a great number of direct and

indirect nursing procedures which only they are competent to perform.
Dressings of all kinds, clysis, catheter insertion and changes, tube

feedings, oxygen therapy, intravenous-subcutaneous-intramuscular injec
tions, medication dispensing, ostomy and urological irrigations, lavage
and gavage, suctions, and assistance with physician's procedures are
just some of the ways a nurse's skills are required to meet the needs
of convalescent patients.

As if this were not enough, nurses are also

usually required to perform a supervisory role for other personnel, do
inservice training, maintain patients' health records, be responsible
for the work of subordinates, be available for consultation with atten
ding physicians and therapists, and serve on after-hours committees.

But these are not the only reasons that there is a scarcity of nursing
personnel in convalescent facilities.

Nurses working in these facili-

I

ties report that working conditions tend to be very poor, wages are
lower than average, and fringe benefits are lower than average.

In

addition, their work consists largely of dealing with very negative,
and depressing situations, and thus the prestige image of working in a

convalescent facility tends to be very low (Stotsky, 1968).

be nice to report that the

It would,

problems concerning nurses in convalescent

facilities end here, but there are more trouble areas.

As with physi

cians, there are chronic shortages of nurses, and very little training
or emphasis is given in nursing schools to geratric problems and nursing

care.

Convalescent facility managers seem to be unable to effectually

assist much in the situation.

In fact, they tend to try to compensate

for their problems by further burdening the already over-burdened staff

they have with unnecessary administrative tasks, paperwork and ordering
of supplies, answering of telephones, etc.

Out of necessity, nurses

attempt to compensate for their extra loads by re-apportioning their
responsibilities to other personnel, such as the Licensed Vocational

Nurses and Licensed Practical Nurses.

In addition, the law requires

that only one registered nurse be present in a convalescent facility,
and even that requirement only applies to the day shift.

Thus, many

times the LVN's and LPN's function in the capacity of the missing
registered nurses, and other staff must assist with the duties nurses
are forced to designate to them due to their added work load.

c.

Administration's role.

Convalescent facility management is

probably the most controversial and talked-about aspect of the convaleescent environment.

Most people feel that administrators are making

a lot of money by taking advantage of the government and elderly folk's
needs.

Much of the responsibility for the many woes that exist in the

convalescent facility environment are attributed to the administra

tion and its

grasping, greedy policies.

Most administrators resent

this ascribed role and make major attempts to overcome the barriers

that tend to exist among the staff, the residents, the resident's rela
tives, and the administration.

They contend that, contrary to popular

opinion, though the business of owning a convalescent facility is in
some ways financially rewarding, it is not so to nearly the degree that
most people think.

Public assistance rates are felt by most administra

tors to be woefully inadequate to meet the cost of the services that the
state and federal governments mandate to be provided to geriatric resi
dents,

They claim that private-paying patients must subsidize those

that are funded by state and federal public-support programs.

They also

feel that the stinginess of these agencies contributes to the practices
of ancillary and double-billing, kickbacks from pharmacists and medical

suppliers, and professional medical personnel's extortionistic rates.
However, on the other side, there are many critics of the conval

escent-care industry.

They claim administrators are profiteers who see

private-paying patients as a golden windfall and that federal and state
medicaid programs' rates are adequate, and even present the possibility
for generous profits.

They also point to the position of most admini

strators that will not allow auditing or public perusal of their finan
cial records as evidence that the claims of administrators concerning low

profits are a weak attempt to mask their greed.

As a result of the

many studies that have been done in this area, the state and federal

governments have mandated stricter standards and by-laws for convale
scent facilities to combat industry excesses.

Administrators vehemently

protest these moves as adding insult to injury.

Not only do these

agencies enact more regulations and ask for more facilities and ser
vices to be supplied to their elderly clients, but they reduce finan-

cing accordingly.

Profit controversies aside, the job of the convalescent administra

tor is a monumental one, i.e., to meet a multitude of agency guidelines
in a coherent way that will provide the mandated services.

A brief

synopsis of some of the more important rules that a convalescent facil

ity manager must implement and be responsible for are provided here.

These regulations are from the California Administrative Code, Title 22,

Chapter 5, 1978.

Home safety is extremely important to aged people, es

pecially those who have difficulties in mobility.

There should be no

slippery floors or throw rugs, and handrails are required for all stairs
and hallways.

Medicines must be properly labelled, stoppered, and stored.

Baths and toilets must be clean and free from odor.

painted and non-absorbent.

Floors should be

All furnishings and equipment must be main

tained in a good state of repair.

An emergency fire-evacuation plan

must be provided by the owner that meets the Fire Department standards,
and the Department must be informed within twenty-four hours of any ex
plosion or fire that occurs on the premises that does not require their
immediate aid.

A file must be kept on each patient, including emergency

information and identification, the patient's physician and relatives,
and other nertinent background information.

The convalescent facility manager also has certain standards that
must be met concerning personal health, educational background, exper
ience in the field of geriatric care and in keeping financial records,
and in supervising others.

The facility also has a limit in the number

of patients that can be legally maintained and supported, and the types

of persons that can be admitted (medically aided, non-medically aided)

-

are also stipulated by law.

All licensed facilities must be operated

in a non-discriminatory way, giving equal treatment and employment re
gardless of race, color, religion, national origin, sex, etc.

there are stipulations concerning

the admittance of

municable, infectious, or contagious diseases.

However,

persons with com

The residential build

ings must meet all applicable state laws on fire, safety, housing, and
sanitation and residents must be accommodated in well-lighted and venti
lated heated or cooled comfort.

The kitchen must be conveniently lo

cated for the preparation and service of all meals

and cannot be used

as a passageway to any bedrooms or personal toilet facilities.

Bed

rooms must have a minimum superficial floor area for each resident of

at least 70 feet.

Only two occupants are allowed per room, with the

exception of ambulatory patients or convalescing patients.

There must

be at least one bathroom per room V7ith tub or shower, and yardspace and

laundry space is also required.

Rooms must be provide for physician's

examinations and therapy sessions, and adequate personal service must
be provided to whatever degree the patient requires, including:

help

with shaving, bathing, dressing, eating, taking of medication, etc.
Food must be served at least three times a day, and it must be nutri

tionally adequate for the needs of the elderly.

A daily social and

recreational program should also be provided as it is appropriate.

It

is also to be remembered that each patient has a social worker, and the

requests they make concerning a resident's needs must be provided for.
Each license is issued for one year only.

At the end of each year, an

inspection takes place and a new license is issued or refused based
on this inspection.

Needless to say, being responsible to so many agen

cies amounts to endless headaches and paperwork for the administrator.

d.

The role of the unlicensed personnel (aides and orderlies).

With the reluctance and shortage of physicians and nurses in convale
scent facilities and with the involvement of the administrators in pa

perwork, patient records and finances, meeting intricate and changeable
state and federal facility requirements, etc., who is providing the pa
tients with primary care?

Most of the actual patient care is usually

provided by aides, orderlies, and housekeepers.

The main functions of

unlicensed personnel in convalescent facilities should be:

making beds,

bathing, dressing, and grooming patients, toilet care, bed pans, and
general clean-up in the rooms, observation of the condition of the pa
tients, conducting group activities, and making sure patients have pro
per dietary habits and meet medicinal schedules.

For an example of a

typical aide's daily schedule see Appendix C (page 106).

The aides and

orderlies usually end up doing much more, even to the point where they
are performing tasks that should be done only by trained and licensed

personnel, like tube feedings, dressings, medication dispensing, and
catheter insertion and changing.

However, even though the aide or orderly is required to do eighty

percent or more of the patient care, they are at the bottom of the au
thority and socioeconomic ladder of convalescent facilities.

The work

they are expected to do is harsh, unpleasant, and unrewarding.

Pay is

usually the minimum ($3.00 and hour), fringe benefits are few, and days

off are irregular and usually include only one weekend per month.

There

is little hope for advancement to a higher position or for a wage increase.

Realistically, the compensation is very little for having to clean up and
care for the abandoned members of society, many of whom are incontinent.

senile, hostile, and otherwise unpleasant to be around.

Because of this

combination of high work output and low compensation, it takes a certain
type of person to seek this kind of job.

Also, there tends to be a

chronic shortage of aides and orderlies.

In the past, administrators

attempted to compensate for this need by having open hiring practices

that allowed just about anyone to be hired as an aide or orderly.

Peo

ple who could not get, or had difficulty holding, other jobs sought to
work in convalescent facilities.

This included such people as:

former

drug addicts and criminals, illegal aliens, transients, former mental
patients and retarded individuals.

frequent convalescent facilities.

Fortunately, social deviants do not

But unlicensed personnel tend to be

poorly educated, fifty percent have less than a high school diploma
(Moss, 1977), are often members of social minorities, are poorly trained
with little previous job experience or longevity, and in general tend to
be people who have difficulty with working and are not interested in

keeping a job, nor do they value job responsibility and ethics.

It is

no wonder than, that the job turnover rate for convalescent aides and

orderlies is the highest of any United States occupation (75 percent).
In an attempt to compensate for the poor quality of aides and or
derlies and the high job turnover rate, the State of California has man
dated an aide and orderly certification program that requires a certain

number of hours of pre-work practical and theoretical training

(50

hours of geriatric-care theory classes, including 6 hours of psychological-gerontological theory, and 100 hours of on-the-job clinical
training and experience).

This training usually amounts to about tvrenty-

five working days and is provided by many of the large convalescent facili-

ties and by adult schools, junior colleges, and some acute-care hospi
tals.

In the year that this program has been in effect, there has been

much controversy concerning its effectiveness and assistance both to
the aide or orderly and to the convalescent facility.
controversy center around the following facts:

Complaints and

1) Aides and orderlies

are generally poorly educated and do not perform well in classroom-like

activities, even though the programs are specially tailored to meet
their needs.

Thus, many training programs are passing their trainees

no matter what they learn.

2) Many aides and orderlies receive the

training, then move to another institution or are never seen again and
do not meet the needs of the institution they were contracted to serve.

3) Pay does not necessarily increase with certification in many insti
tutions, and many aides and orderlies feel it was- a waste of time.

The

training does increase the knowledge and proficiency of employees to
provide geriatric services but it does not increase their jobs economic

benefits or status.

4) Many institutions feel that the program has

hurt them as much as it has helped, i.e., it has caused them to provide
costly training programs that have tended to cause some of their long-

term and valued personnel to quit due to fear of failure in the classes.
5) The population that seeks employment in convalescent and geriatric
facilities is still basically the same and the negative effects that

have arisen from the characteristics of this group also tend to be the
same.

Ill-treatment and neglect of patients is still common, employee

absenteeism is still frequent, minority values still predominate, job
turnover rates are still high, work loads are still heavy and job satis
faction and desirability are still low.

It seems that the unlicensed

personnels' certification program has yet to be effective in meeting
the needs it was designed to meet.

Amazingly emough, adequate care is given to most residents and pa
tients in most convalescent facilities despite the many inherent dif
ficulties that exist in aide and orderly life-styles and personal
characteristics, and in the job they must attempt to do.

Most aides

and orderlies should be commended for their daily accomplishments in

providing geriatric care to patients, despite the
under.

conditions they work

Nevertheless, we cannot ignore the conflicts, inappropriate

services and medical treatments, patient-staff frictions, patient ne
glect and abuse, and misuse of responsibility that exist in too many
convalescent facilities.

In addition to the previously-mentioned

areas that contribute to geriatric problems and conflicts, there are

other important variables that intervene for the aide and orderly to
cause disturbances in the geriatric-care environment.

One, a large

proportion of minority populations exist in the aide force and the

patient population is predominantly Caucasian (Field, 1970).

This

can be the cause of many unfortunate incidents of discrimination and

recrimination involving both patients and employees.

Two, a person

who experiences daily the harsh realities of degeneration, disease,
depressing and negative working conditions, minimal job benefits and
rewards, excessive work loads, and negative patient and staff atti

tudes, can only be expected to undergo a hardening and toughening of
feelings toward the total situation.

The aide or orderly usually has

little interest in what they feel is a loathsome and burdensome job,
and their performance usually matches their interest level.

Under

these conditions, what other attitudes can we expect of those who are re-

quired to do the lion's share of primary patient care?

Three. certi

fication and unionization programs are also disruptive variables in the
convalescent employee environment.

They promise increases in pay, job

prestige and recognition, increased benefits, increased awareness and
sensitivity to geriatric needs, increased skill in providing geriatric
care, etc., and tend to produce expectations in the employee and em

ployer concerning the achievement of these goals.

However, practically

speaking, the whole geriatric service situation is very limiting, un
desirable in many ways, and restricted in its financial flexibility.
The type of individual who chooses to work in this type of environment

also tends to have inherent liabilities and assets that limit the scope
of any potential system change.

Thus, certification and unionization

programs tend to produce a level of positive expectations that cannot
be realized by the employee because of the inherent limitations of his

environment.

This is not to say that these types of programs cannot be

in some ways beneficial to convalescent facility employees, but

the changes they produce are tentative and peripheral in comparison to
the core realities of the convalescent-care environment.

They tend to

instill false hopes of changes that probably cannot be realized through
the programs of external agencies.
To summarize, the role of aides and orderlies is important, but

ambiguous and ill-defined.

Because of the structure of the convalescent

eare system, they are required to do the majority of primary patient
care and are minimally trained to meet this responsibility.

In addition,

because of their role, they are the target of much of the blame for the
problems that exist in convalescent facilities in providing appropriate
services to the geriatric residents.

They are overworked, underpaid.

largely unappreciated, criticized and discriminated against, and because

of the structure inherent in the geriatric facility and their own per
sonality styles and tendencies, it is very difficult to implement pro
grams to improve their situation.

It is the opinion of this researcher

that the avenues that are presently being explored to improve the situ
ation have a critical flaw in their foundations:

they do not study

the population of aides and orderlies that are the focal point of much
controversy, nor do they attempt to identify what their attitudes and feel
ings are toward the situation and what factors in their environment

may be producing the effects that are being observed.

This is part of

•

the reason for the structure of this present study.
e.

The Role of the Resident(s).

significant.

To most older people, home is very

It has become a part of their identity (Lee, 1976).

A

place where things are familiar and relatively unchanging, and a place
where they can maintain a sense of autonomy and control.

To some el

derly, staying at home is a must, even if they jeopardize their emotional
and physical health and personal security.

In addition, the desire for

freedom and independence is present in the majority of the aged popula
tion to some degree.

But because of our society's structure, 1 in 20

of the elderly

be interned in a convalescent facility permanent

will

ly and without much choice on their part.

Also, most elderly undergo

or will undergo very traumatic situations that are unrelated to conva

lescent facility internment.

Loss of loved ones, lowered status, physi

cal degeneration, and role change are realistic facts of life to the aged.
They are understandably concerned about these events and their inevitable

recurrence.

When internment in a convalescent facility is contemplated

these fears concerning rejection and abandonment by loved ones are

usually activated. Thus, the convalescent home is connected with, and
becomes a symbol of, the realization of these fears.

It is an unknown

house of death where people are abandoned and from which the-re is no
escape short of death.

These fears express themselves in psychosomatic illnesses, apathy,
or intensification of already present diseases.

Thus the role of the

elderly who are the central focus of geriatric services has a very neg
ative foundation. A constant undercurrent of grief, listlessness, de
pression, and pining for losses is often present among geriatric

patients. Many of the elderly feel that they have been stripped of
everything that made them unique individuals and influential citizens

making valuable contributions to society.

This makes the dependent

role that they need to adopt in the geriatric facility all the more

difficult to adjust to. All too often they tend to feel that they are
at the mercy of relatives and care-providing personnel who are insensi

tive, ignorant, ill-trained and occasionally downright abusive, and
who tend to perceive the elderly as sick little children who must be

cared for hand and foot and tolerated (providing they're good) until
they die.

These are some of the problems that a convalescent facility

must attempt to resolve in dealing with the residents.

It is also a

sad fact that attempting to assist such people in positively redefining
their role must many times be done under very stressful circumstances,
with little or no support from relatives who are glad to be rid of them.
Hermann (1972) found that there were three basic types of roles
enacted by patients in nursing homes: 1) Resident vs. staff role, 2)Res
ident vs. resident or comrade role, and 3) Resident vs. visitor or host

role.

The patients took a casual attitude towards the patient role,

probably because

they had no

choice in this role and wished to inter

act with it as little as possible.

They had a moderate-to-casual in

volvement in the comrade role in which interactions were heavily influ
enced by the degree of senility of the persons involved.
senile did not wish to interact with the more senile.

The less

However, the

patients had a high level of involvement in the host role, probably

due to its irregular occurrence, the social requirements to be a good
host, and being able to escape from the patient role.

The level of

involvement in a role seemed to be related to the amount of time the

person was engaged in it, with the lowest level being given to the
patient role.

Along with each role came certain obligations and expec

tations of the persons involved in it:
Patient Role -

Expectations of Patient

Respect the staff and be courteous to them
Do not interfere with the staff's work and comply
with any of their reasonable requests
Do not complain too much
Do not make too much work for the staff

Be willing to put up with small inconsistencies
and irritations at times

Recognize and adjust to institutional life and
the dependent role
Expectations of the Staff

The needs and dignity of the patients must be met,
honored, and respected
The patient has the right to be comfortable and
clean, have lights answered promptly, and have
a certain amount of privacy
The patients can work around the staff, complain,

judge their performance, and tell them what to do
The patients have some choice in their own schedule,
and have the right to do nothing if they so desire

Comrade Role

-

Expectations of All

The right to choose your associates and segregate
The need for security, information, and the right
to seek information

To be reliable when help is needed
To mind one's own business, but be friendly and
helpful
Tolerate those not responsible for their own actions
To get along with all as much as possible
To leave others alone when they are having visitors
To have the desire to integrate into the system and
adjust to the needs of others
Host Role

- -

Expectations of Patient
To give full attention to visitors

To be conversational, but not argumentative or
conflict-arousing
To be tolerant of mildly annoying habits or
mannerisms of visitors

To keep the channels open for outside contacts

The right to outside contact and to ask favors of guests
Expectations of Visitors

To allow the patient to escape from the patient role
To allow other relatives and friends to get the
patient's attention
To be willing to obtain and give the patient infor
mation about outside current events, family,
and friends

To allow the patient to reminisce and control the
length of the conversation and interaction within
reason

The residents who accept and enact these roles were integrated into the
system.

Those who did not were excluded and ostracized from the privi

leges and rights inherent in the roles.
f.

The Role of the Relatives.

The role of relatives and friends

in the convalescent facility is also important.

The role is an essen

tially neutral one, with equal potentialities for much help and support
or destruction and hurt.

following categories;

The relatives' role can be summarized in the

1) They can help or hinder adjustments of the

patient to deprivations and losses that are inevitably associated with

entrance to the convalescent facility; 2) They can help the patient be
as free as possible from home confinement roles; 3) They can function
as an important liaison between the patient and the staff; 4) They can

provide needed outside contact and information for patients; 5) They

can provide a needed sounding-board and catharsis for patieiits' adjust
ment situations that many times involved real or imagined injustices

or fears that need to be expressed; 6) They can reinstate the patients'
role as a still unique and important, needed, contributing, and influ

ential citizen; and 7) They can provide needed recreation and extra
curricular outlets or activities for patients that the staff cannot.

g.

The Role of the Outside State and Federal Agencies.

In inter

views with the appropriate personnel like Daniel Guerrero from the

Inland Counties Health Systems Agency (A Federal Agency), Ilarilyn
Woolweaver from MediCal (A State Agency), and Benny Garfinkle from
Medicare (A Federal Agency), the following important relationships
emerge concerning the role of the many agencies in the building and
operation of a convalescent facility:

1) Licensing of personnel in

the institutions; 2) Mandated codes, laws, for example - fire, safety,
building, patient care, environmental, etc.; 3) Partial financing of
the institution through standard payments for services provided for

patients covered under agency policies and laws (see Appendix C);
4) Investigation of complaints against institutions instigated by pa
tients, relatives, employees, etc., and supervision concerning the
institution's compliance with State and Federal codes, laws, etc.;
5) Requirement of records and documentation of how the needs of a

patient are being met, and reporting of pertinent information about in

stitutions that are required for State and Federal records ; 6) Super
vision concerning number and types of institutions in a given area and
the responsiveness of the facility to the needs of the community and
to citizens for whom State and Federal agencies must provide services ;

7) Monitoring and prosecuting or punishing infractions of rules, and
abuse and abridgement of the rights of employees, residents, administra
tors, and the community; and 8) Monitoring the quality of institutions

and institutional personnel and consideration of patient/staff ratios.
a

Many administrators feel that the role of external State and Federal

agencies is infinitely complicating because:

1) They seem to attempt

only minimal consistency among agency requirements; 2) They tend to
generate a tremendous volume of paperwork for the facility that is too
often redundant and superfluous; 3) There are so many agencies to be
responsible to, that it is a full-time job just to try to keep abreast

of their rule changes and paperwork; 4) There are many politics and
underhanded dealings that exist and thus institutions that are consci

entious do not necessarily get equitable treatment; and 5) Most agen
cies are irritatingly slow in making and implementing decisions, are
inconsistent in applications of guidelines, are too concerned about

their public image, and are full of endless red tape and computer error.
Even though it is true that the role of the supervising agencies

is many times viewed negatively, particularly by those in the geriatric
facilities that must interact with them, without them geriatric care

would quickly revert to an even more chaotic situation.

The agencies

do provide many kinds of necessary controls, checks, and balances for
the community and the industry.

Summary of the Literature Review

In general, the studies reviewed revealed the following facts:

1) The convalescent institutional setting is resented and disliked by
the majority of people including in-house service personnel, geriatric
residents, and external society.

2) Old people are viewed negatively

and stereotypically by a majority of the population, including them
selves, both by those who work with them in the facilities and those
who do not.

3) Geriatric institutions are deficient in both medical

and non-medical aspects concerning the quality of care they provide the

residents they aim to serve.

4) Even though there are groups, agencies,

and organizations on both the state and national level that are attemp
ting to recognize and alleviate the unfortunate geriatric institu
tional situation, the elderly population needing care is increasing so
rapidly that many problems are still pressing despite what is being
accomplished.

Reforms are still needed in addition to more study given

to the sources and causal factors o-f

the problem areas.

5) There are

major disparities between the attitudes of professional geriatric per
sonnel and those of unlicensed geriatric personnel in relation to the
institutionalized elderly.

The unlicensed portion of the staff is

providing the majority of primary care patient services.

6) The im

portant variables that seem to influence geriatric attitudes and care
are:

age, education, length of geriatric employment, shift worked,

religion, special training in geriatric patient care, salary, job posi
tion and length of time one has been employed at the present position,
and personal experience with the elderly.

7) Although there has been

much research done for the attendants' situation in mental hospitals

and for professionals in convalescent facilities, there has been little
if any helpful research on the situation of aides and orderlies in con

valescent facilities.

The literature indicates that the unlicensed per

sonnel are the most important factor in the provision of services to

the geriatric population.

If they do their work well, the convalescent

facility is most likely to run smoothly.

The picture we have painted for the professional and unlicensed
personnel and staff in convalescent facilities tends to be a rather

negative one.

When we consider the facts that physicians tend to ab-

sent themselves from the facilities, that registered nurses and LVNs
and LPNs are few, overworked, and so overburdened with excessive paper
work and administrative duties that they have minimal time for the
patients, and that unlicensed personnel must bear the majority of the

burden for patient primary care despite low wages, low job desirability,
minimal fringe benefits, low appreciation and rewards, and poor train
ing it is a wonder that any geriatric facility is able to function and
provide services at all.

It is important to indicate that services

are being provided and in many cases are all that anyone could ask
for.

But, in too many other cases, the qua

matched with equal quality of services.

of services is not

It is to the improvement of

the quality of these geriatric care services that this study aims.

Chapter 3

DESIGN OF THE STUDY

Purpose of the Study

The purpose of this study is twofold:

1) To determine what are

the attitudes of the unlicensed personnel (aides and orderlies) who

supply the majority of the primary health care in convalescent hospi
tals towards the geriatric patients they serve, and 2) To determine
what variables tend to cause or contribute to these attitudes.

Such

a determination may provide leads for the exploration of possible
improvements in the situation of these personnel and in the practice
of geriatric primary care in general.

Statement of the Problem

Unlicensed primary care personnel are vitally important to con
valescent hospitals.

It is in the primary care services area that

many of the widely publicized problems of these facilities originate.
Previous research suggests that the attitudes of these unlicensed per
sonnel toward their job and toward the patients they serve may affect

their performance.

What these attitudes are, and what may promote

them, needs to be understood.

Knowing these attitudes accurately may

help us focus on some of the core issues in geriatric care and provide
directions for potential solutions.

Definition of Terms

Unlicensed personnel.

Those workers, specifically aides and or

derlies, who regularly perform as part of their job primary care func
tions and services, both medically and physically, for the geriatric
residents of convalescent facilities.

Primary care services.

Any service performed to or for a geria

tric resident by the facility staff that includes the patient as an
active or passive participant in the service.

Dispensing medications,

changing dressings, emptying bedpans, changing bedclothes, and feed
ing are all examples of primary care services.

Charting, keeping

patient records, meeting relatives and guests, attending staff meet

ings, and cleaning or providing maintenance services to the facility
buildings are exam.ples of work-related tasks that would not be consi
dered primary care functions or services.

Skilled nursing facilities.

This is the term or designation

given to the type of medical facility that was included in this study.
State and Government agencies use this term in referring to a certain

type of facility.

This type of facility must provide at least eight

hours of medical care for its residents that is supervised or admini
stered by at least one registered nurse.

There are two other desig

nations or categories of medical facility types:

1) Acute care, which

is the category for most general hospitals and means that twenty-four
hour medical care must be provided.

2) Residential care, which is the

designation for most nursing homes and board and care facilities.

It

means that no official medical care, other than first-aid, is required
to be provided in this type of institution, and patients requiring

other medical care cannot be admitted to this type of facility.
Attitude(s).

According to the Behavioral Science Dictionary, an

attitude is "a feeling or emotion toward a fact or state.

The disposi

tion of an organism or person to respond or react in a characteristic

manner to a specific stimulus."

Survey or Questionnaire.

A written or printed form used in gather

ing information on some subject or subjects, consisting of a set of
questions to be submitted to one or more persons.

A comprehensive, de

tailed study or inspection done by gathering information through observa
tion, and questions, and the process of analyzing this information.
SREB Attendant Opinion Survey.

A Likert-type scale that reliably

and validly measures attendants' attitudes towards the residents they
serve and toward their job positions in the institution.

The original

scale consisted of twenty-three categories, consisting of five questions,
1

to measure each category.

Numerical ranks are given to each response

in such a way that strong disagreement with each of the five items in a

category results in a score of five and strong agreement in a score of
twenty.

This scale was developed by Butterfield and Bensberg and normed

on a population of mental institution attendants in southern Texas. The
survey form was obtained for use in the study from Dr. G. J. Bensberg
who is presently at the Texas Technical University in Lubbock, Texas.
It was used with the written permission of the authors.

the survey was modified as follows:

For this study

1) A scaling down of the language

to a level that is more consistent with the limited education of aides

and orderlies, 2) The insertion of the words "aide/orderly" for "atten
dant", 3) The elimination of nine of the attitude dimensions measured

in the original study that seemed redundant or irrelevant to the pre

sent study population, 4) The inclusion of the "Don't know" category
as a response possibility with a weight of zero in measuring an atti

tude dimension, and 5) Combining the questions from, this survey with
those of a demographic questionnaire developed by this researcher.

Aged, elderly, geriatric residents or patients.

Any person sixty

years of age or older who resides in the convalescent facility environ
ment full-time.

These terms can be used to describe a much broader

population but for the purposes of this study will be limited to the
above definition.

Theoretical Development

The importance of the social context and influence for meaningful
environmental and psychological interactions has been frequently empha

sized (Mead, 1934; Cooley, 1922, etc.) Simmel (1955) in elaborating

'

on his theory of group affiliations expresses that we are all "standing
at the intersection of social circles."

In attempting to understand

the articulation of these social circles in the geriatric institutions,
the concepts of two prominent sociological theorists were particularly
useful:

a.

Kurt Lewin and Alfred Shutz.

Kurt Lewin's Concepts of Field Theory and Life Space.

Briefly,

field theory states that man is in a life space with many field forces
and vectors that can affect him (Carwright, 1951).

The life space is

a particular setting in which man is a vital actor who is actually in
fluenced with many field force or vector factors such as:

the psycholo

gical environment, needs, goals, values, family relations, and the work

world.

The life space is not closed, but there is an order of priori

ties as to what actually affects one or what one affects.
occur when fields and life spaces intersect or change.

Crises may

At the points

where one's life space and field junctures with others, the ego and its
coping mechanisms are challenged to develop and make new decisions.

Geriatric institutions present both residents and staff with new and

different fields and life spaces, and are thus the causes of many chal
lenges or breakdowns in the individual's and the group's life spaces.
b. Alfred Schutz's Phenomenological Theory.

Schutz' (1967) phe

nomenology, in brief, demonstrates how social facts are interpreted and

become the basis of what he terms "intersubjective understanding". This
implies that experiences have been treated by individuals so that they

become generic and are commonly understood by people within a given cul
ture.

Certain interpretations are accepted and expected, while others

are not.

We usually assume that our understanding is similar to that

of others.

We learn from signals, symbols, and cues from, our environ

ment, what others really think.

Thus, it is through this intersubjec

tive understanding that we can comprehend and identify what is tran
spiring in a setting like that of the geriatric facility.
Through the kinship of the theories of Lewin and Schutz we can ob

serve a foundation whereby we can develop a strategy for studying the
geriatric milieu.

A person in the geriatric institution judges his

present position, field, and life space by the symbols and cues in the
surroundings of the geriatric institution.
from a field of:

These symbols and cues flow

multiple-resident rooms and wards, communal atmo

sphere, one-generational social action, the attitudes and values of
others, resident-staff and resident-staff-visitor and staff-staff in

teractions.

Thus we are faced with important questions to operation-

alize into the framework of this study:

a) What are the significant

symbols existing in the geriatric environment?
ficant cues and symbols originate?

b) Where do the signi

c) What kinds of intersubjective

understandings do we witness and create in the geriatric institution?
d) What constitutes life spaces and fields and their boundaries in the

geriatric institution?

e) At what points do the fields intersect?

Are the field junctures constructive or destructive?

f) What can be

done to facilitate constructive, rather than destructive junctures?

g) What, if anything, can be done to facilitate more helpful and posi
tive intersubjective understandings concerning geriatric workers and
institutions?

It is in the answers to these theoretical questions

that the foundations and hypotheses of this study can be found.

Basic Assumptions of This Stud

1.

I was assumed that the instruments used in the study accur
ately and appropriately measured attitudes toward the aged

and attitudes toward geriatric jobs and environment.
2.

It was assumed that the important variables influencing atti
tudes toward the aged and job positions were correctly identi
fied through the literature and appropriately measured.

3.

It was assumed that anonymity of response in the study
increased the validity of the response.

4.

I was assumed that the investigator had skill to perform the
study, consistency, and significant freedom from bias in con
ducting the study and in interpreting the results.

Basic Limitations of This Stud

1.

One researcher and one researcher's resources.

2.

A paucity of appropriate literature on procedures and tech
niques that could be used in studying this area.

3.

Barriers to reading or understanding of English which could
keep some important individuals from completing the survey,
all of which was in English, or complicate the response in in
dividuals who were minimally functional in the English language.

4.

Verbal and written directions given by the investigator or
nurse supervisors and administrators.

5.

The attitudes and present psychological or physiological
conditions of the respondents.

6.

The environment and time when the questionnaires were admini*

stered.

7.

Differences in educational, cultural, religious, social, and
intellectual backgrounds that could have interfered with
response patterns.

8.

The individual personality style of the respondent.

9.

Differences in geographic environment among geriatric facilities,

10.

A lack of motivation of the respondents to complete the survey.

11.

Loss of potential respondents due to the unusually high em
ployee turnover rate among unlicensed geriatric personnel.

12.

Researcher, nurse supervisor, or administrator control over
the return or completion of the questionnaires.

Definition of the Variables

-

Independent

a.

Sex

-

whether the respondent is male or female.

b.

Age

-

chronological time the respondent has been alive to
the nearest year.

c.

Education

d.

Marital status

-

the number of years the respondent has com
pleted officially in school to the nearest
year; also whether
is now attending school.

-

whether respondent is married, single,
divorced/separated or engaged in another
alternate marriage style.

e. Racial/Ethnic background - to what major grouping of racial/
ethnic characteristics does the respondent belong.

f.

Job title

- is the respondent an aide, orderly, or house
keeper/maintenance person that provides primary
care for the geriatric patients.

g.

Religion/Religious Affiliation - whether respondent identi
fies himself/herself as a member of one of the
prominent religious denominational groupings or
not.

h.

Shift worked

- whether the respondent works during the mor
ning (a.m.), afternoon (p.m.) or night time
periods or shifts.

i.

Citizenship

-

whether the respondent is a United States
citizen either by birth or naturalized .

j.

Length of Employment

- number of years subject has been em
ployed at the present institution.

k.

Geriatric Training

-

whether respondent has completed the
certification required program.

1.

Number of Jobs in Past 3 Years

-

part of the transience
cluster

m.

Number of Jobs Presently Held

-

the number of jobs the

aide/orderly is presently working at.
n.

Income/Wages

-

the amount to the nearest dollar that the
aide/orderly receives per hour and during
the previous tax year.

o.

Number of People Supporting - number of legal dependents one
is responsible for.

p.

Number of Places Lived in Past 3 years

-

part of the transi

Number of Years in State/United States -

part of the transi

ence cluster

q.

ence cluster.

Definition of the Variables

a.

Strictness (S) -

-

Dependent

statements that emphasize that patients
should be disciplined consistently and
and made to conform to rules

b.

Work Conflict (WC) -

statements that highlight potential

conflicts that a worker may encounter, e.g.

arguments, getting mad

and "telling off",

being annoyed at others mannerisms, etc.
Breaking the
Will (BW)

statements that emphasize forcing the
resident to realize who is boss and making
him/her subservient

Irritability (I)-

statements that emphasize how residents

get on an employee's nerves almost to the
breaking point with their incessant demands

Inconsiderateness

of Administration- statements that emphasize the lack of un-

(lA)

derstanding of administrative staff when
they are relating to unlicensed personnel;
not being included in patient plans, being
required to do too much work, etc.

Institutional
Identification

(II)

statements that emphasize how unlicensed
personnel should defend the convalescent

facility's image and be proud of it
Attendant
Seclusiveness

(AS)

statements that emphasize how the unli
censed personnel could perform better their
duties if they were not bothered by others
and were left alone

Comradeship with
Residents

statements that emphasize that better re

(CR)

lationships can be achieved with the resi
dents if unlicensed personnel show more

interest in them by laughing/joking, pro
viding a listening ear, doing things to
gether, etc.
Job Insecurity
(JI)

statements that emphasize that wrongs and
problems in the institution are usually
attributed to the aide/orderly who are
the scapegoat for others troubles and the
first ones to get fired

j.

k.

Job Rejection (JR)

Negative Ward

Management (NWM)

1.

statements that emphasize how unlicensed
personnel are usually not happy with
their jobs and wish they were otherwise
employed

Negative Public
Relations (NPR)

statements that emphasize that the
duties of unlicensed personnel are
usually boring and loathsome like
record-keeping, cleaning, housekeeping

statements that emphasize the negative

aspects of visitors/relatives, e.g.,
being demanding and troublesome, and
also that what the aide/orderly does

away from the facility is his/her busi
ness only and should have no bearing on
their job or facility image

m.

Negative Attendant/
Supervisor Relations(NASR)

statements that emphasize how super
visors tend to relate to unlicensed

personnel negatively by not listening
to them, siding with the administration
on issues, thinking only of themselves
Negative Physical
Care (NPC)

statements that emphasize how much un
licensed personnel detest giving pri
mary care to patients

Hypotheses

The independent variables were divided into two categories - con
tinuous, and fixed or categorical.

The continuous variables were:

age,

education, attending school, length of employment, number of jobs held
presently, number of jobs held in the past three years, yearly income,

hourly wages, number of people supported, number of years lived in this
state, and number of years lived in this country.
were:

The fixed variables

sex, type of institution, marital status, race, religion, train

ing in geriatric care, shift worked. United States citizenship, and
job title.

The hypothesis for the continuous and fixed variables is

as follows:

To determine whether the independent variables

-

type of institution

education

sex

length of employment
number of jobs in past 3 years
number of jobs presently held

marital status
race

job title

income

religion
attending school
type of job presently held
geriatric training

wages

shift worked

number of years lived in state

number of people supporting
number of places lived in past
three years
number of years lived in U.S.

are related to or have an effect on the dependent attitude
variables
strictness

comradeship with residents

work conflict

breaking the will

job insecurity
job rejection

irritability

negative ward management

inconsiderateness of

negative public relations
negative aide-orderly

administration
institutional
identification

aide/orderly
seclusiveness

supervisor relations

negative physical care

General linear hypotheses analyses were performed on the data

using the SPSS Multiple Regression and Analysis of Variance computer
program packages.
The Null hypothesis in each analysis will be:
the independent variable will have no effect or relation

ship to the dependent variable

The Alternate hypothesis in each analysis will be:
the independent variable will have some relationship or
effect on the dependent variable.

Chapter 3
METHODS AND PROCEDURES

Before undertaking this study, the investigator discussed the
research proposal with the administrators, directors of nursing, and
any other appropriate personnel that would be involved in approving

and/or administrating any of the study instruments or procedures.
After verbal and written approval was obtained from each institution,

the appropriate instructions were given to the nursing supervisors
and administrators who would be assisting in the actual distribution
of the questionnaires.

Population and Sample.

The population chosen for this study were

the unlicensed personnel (aides and orderlies) who were employed in
fifteen convalescent hospitals and two general hospitals with geri
atric facilities in the San Bernardino Metropolitan Area which in
cludes the cities of Cherry Valley, Colton, Fontana, Highland, Loma
Linda, Redlands, Rialto, San Bernardino, and Yucaipa.

In these con

valescent facilities were employed a total of approximately 500 fulltime and 170 part-time unlicensed personnel.

Twelve questionnaires were given to each institution for a total
of 204 questionnaires distributed to the 17 institutions.
204 questionnaires distributed, 140 were returned.

Out of the

Out of this 140,

132 were returned in an acceptable enough state of completion to be
included in the study.

This is a return rate of approximately sixty-

five percent or an average return from each institution of 8 out of

the 12 questionnaires distributed.

In the total population of 132,

there were 115 females and 17 males.

They had a median age of 28%

years and an age range of between 17 and 68 years.

Approximately half of them reported being married.

Ill were aides,

12 were orderlies, and 9 were either housekeeping or custodial employ
ees that provided primary patient care.

There were 72 Caucasians,

25 Spanish or Spanish-Americans, 22 Blacks or Black-Americans, 8 Asians
or Asian-Americans, and 3 from other cultural backgrounds than these
major categories.

Out of the 132, 119 were U.S. citizens either by

birth or naturalization.

Their median level of education was 12th

grade, and their median length of employment at the institutions was

1.3 years. Their median salary was $5,253.75 per year with a range

between $1,000.00 and $16,000.00. Their median wage per hour was
$3.47 with a range from $2.50to $6.25. For a more complete and de
tailed demographic description of this population, please see Appen
dix B.

Instrument.

The instruments administered in this study were:

1) a modified form of the Southern Regional Education Board's (SREB)
Questionnaire that was developed in the study done by Bensberg and
Bamett with attendants in Texas mental institutions (1968), and

2) a demographic questionnaire developed by this researcher from the
conclusions

of previous related studies.

These instruments were com

bined in a convenient survey format with the appropriate instructions
for filling but the items included.
response possibilities:

There were 3 categories of

1) checking or filling in a box, 2) circling

a number or numbers, and 3) short, fill-in answers.

An information

sheet discussing the pertinent data and background of the study and
a participant consent form were also provided, along with the survey
instrument.

Methods and Procedures.

The survey forms, information sheets,

and consent forms were distributed to the nurse supervisors and/or
the administrators who chose to be the intermediary in the study.

It

was the institutions choice whether the study would be administered

and accomplished totally by the researcher, totally by the institution's
administrative personnel, or by a combination of both.

Most institu

tions chose to perform the study utilizing their own administrative

personnel.

Because of this fact, this study was essentially a "blind"

one, i.e., the researcher had no

interactions or interventions with

the filling-out of the survey forms or with the administration of the
forms.

Confidentiality and anonymity were maintained throughout the

study both for the individual participant and for the individual insti
tution represented by the employee participants.

These measures were

a necessity because of the extremely sensitive environment and per

sonnel in geriatric institutions.

The administrative personnel were

instructed by the researcher how to administer and interact with the

employees regarding the survey forms and the instructions that should

be emphasized.

A reasonable deadline (usually two to three weeks) was

given for the completion and handing in of the questionnaire forms to
the survey administrator or other appropriate person.

A separate en

velope was provided for each institution to contain the returned sur
vey forms.

Directions and instructions for completing the questionnaires

were typed on the first page of the survey form along with examples
of how the questions were to be answered.

Survey administrators were

Instructed to make sure the instructions were clearly understood and

to answer any questions that were raised about properly filling out

the form.

Survey administrators were instructed to disqualify and

select out subjects who were not proficient in the English language
to at least a.fourth grade level.

The language of the survey was

structured so that it could be read, understood and completed by a
participant who could read comfortably at this grade level or above.
An information sheet was also provided which gave the subject
some background data concerning the study, who could participate,
numbers and addresses where the researcher could be contacted, limi
tations of the study, voluntary nature of the study, etc.

This was

intended to familiarize them with the study, help them to know more
about what and where their contributions would be in the study, and

give them a forum to ask pertinent questions or make comments to the
researcher personally, if they so chose.

Assurances concerning no re

lease of information and confidentiality/anonymity were also provided.
Information from the survey forms was transposed by the researcher,
through a key-punch machine, directly to IBM computer cards that could
be easily read and stored by the computer.

The checked, circled, and

written-in data was translated into a numbers format that could be read

by the computer which required two IBM computer cards per survey.
The transposed data cards were fed into the computer and stored until
the statistical analysis was run with this data.

The SPSS Multiple

Regression package was used to analyze the data in addition to analy
sis of variance.

Initially, all of the factors were analyzed together.

Next, the factors that produced no effects on the dependent variables

were eliminated and two multiple regression computer runs were analyzed
by the computer, and the results presented in a paper read-out format.

Statistical Analysis Procedures.

The continuous variables were

analyzed through multiple regression statistical procedures and the
fixed variables were analyzed through analysis of variance statistical
procedures.

A more detailed presentation of these procedures and the

statistical results can be found in the next chapter of Results and in
the Appendix at the end of the study.

Discussion of Variables and Situational Factors that

Affected the

Procedures of this Study

a.

Interactions/Negotiations with Administrators and Supervisors.

The supervisory personnel and administrators that were approached to
participate in this study were generally cooperative, interested, and
willing to provide their services to assist with the study procedures,
at least initially.

However, the study generally had a low priority

with all those who participated and distribution of the questionnaires

was

often unpredictable and haphazard.

An individual institution's

return rate is usually a reflection of the diligence and interest of

the administrative/supervisory personnel.

Initially, 20 institutions

were willing to participate in the study, but 3 institutions were never
able to return any questionnnaires for the following reasons:

loss

of the surveys, an administrators * refusal to discuss participation in
the study on paid time which included staff meetings, and being too
busy to ever distribute or designate the distribution of the question
naires.

These reasons symbolize the interactions with a number of

the geriatric facilities, i.e., initial interest and fervor which was
followed up with an inability to deliver promises and procrastination.
It is not really expected that the institutional personnel would
have as much interest in the study as the researcher, but the diffi-

culties encountered may be a reflection of general conditions in

geriatric care industry.

the

Many had positive attitudes, high aims and

ideals, promises for improvement and progress, plenty of fervor and

drive, but were restricted in their ability to bring real changes into
the geriatric situation.

The administrative personnel are probably

not as free and independent as they appear to be.

They must be re

sponsive to external governing agencies, economic realities and limi
tations, personnel demands, patient and relatives needs and demands

and the constant personnel/staffing responsibilities and needs.

In

addition, many administrators receive their salaries from large cor
porations that own the geriatric facilities and dictate the policies
and economic situation.

This can make them even more limited in what

they can actually do about difficulties in the institution.

Not hav

ing a large corporation to lean on presents another set of problems.
Inflation, economic recession, higher prices for goods and services,
governing agency codes and new rulings, etc., still restrict and limit

their powers to influence change in the facilities.

Most of the ad

ministrators were justifiably proud of their institutions and were

equally interested in maintaining the status quo because certain as
pects of institutional life are seen as basically unchangeable and

these same items are the foundations for geriatric facility policies.

Unlicensed personnel are seen as perennially unreliable, unpredictable,
transient, unstable, poorly trained, etc., and thus deserving of only

minimal considerations and compensations for their job.

This is

something that no external agency or authority has been able to get
changed or re-considered.

Most agree that aides/orderlies bear the

the major share of responsibility for patient care in the facility,
but feel that the typical disadvantages that these individuals tend

to have in performing their jobs outweigh the advantages of their ser
vices and it is thus not economically feasible to pay them more or

offer better economic benefits and incentives when attempts are made
to improve the situation.

b.

Unionization.

There were several unionized convalescent fa

cilities in the study sample. There is quite a bit of controversy in
the facilities about this issue.

On the negative side, many admini

strators and employees feel that unions take as much as they give and
only serve to complicate the geriatric situation.

They tend to dis

criminate against and bother employees who choose to be independent,

they demand absolute dependence and loyalty to the group decisions,
they demand dues which counteract the fringe benefits they offer, they
are very aggressive and bothersome about organizing even to the point

of badgering and attempting to force employees against their will, etc.
On the other hand, they do offer some fringe benefits such as:

med

ical/dental care expense plans, somewhat higher wages, clearer contrac
tual obligations and guidelines for the employee, a legal and powerful
consultant for grievances and job inequities/abuse, etc.

Unionizing

is a comparatively recent issue in convalescent facilities in the San
Bernardino Metropolitan area.

Most institutions are not unionized and

many have voted not to become unionized.

The union facilities do com

pare favorably with the quality level of other institutions in the

area, but their ability to produce a better job situation for the un
licensed personnel and other employees is questionable.

Unlicensed

personnel tend to be as independent, careless, and unreliable in their

dealings with unions as in their dealings with the convalescent facil
ities.

This gives union officials little foundation for negotiations,

i.e., with such unreliable job performance, high absenteeism, and high
job turnover rates, how can anyone realistically bargain for higher
salaries, more fringe benefits, or better working conditions?
Unionization is an important confounding variable in this study,
because while it can provide some of the answers for improvements and

solutions to difficulties geriatric facilities have with unlicensed pera

sonnel, it tends to produce many undesirable side effects and make un
reasonable promises that cannot be fulfilled because of the limitations
of the situation.

Practically speaking, unionization should have very

little effect on the attitudes and performance of geriatric personnel,

and this factor is not getting much attention.

It seems that unioniza

tion seeks to treat symptoms, without addressing the real causes of
the difficulties.

Many administrators are very anxious about the pos

sibilities of unionization because of the turmoil that is usually pro

duced in an institution when it is under "siege" from union officials.
Unions tend to employ many devious and underhanded methods to get what
they want.

At the same time, they seek needed improvements in the job

environment for employees.

Most facilities in the San Bernardino

Metropolitan area are not unionized.

Many people feel that unioniza

tion is only a partial answer, and in many cases causes more problems
for the geriatric facility than it solves.

This may explain why union

ization is minimal in the San Bernardino area.

It could also be that

the idea of unionization has not yet had enough time to germinate.

c.

The Large Geographic Area that was Covered in the Study.

The locations of the institutions in this study cover a 50 to 75
square mile area.

There are wide discrepancies in the landscape and

geography of the sites of the facilities.

Some were located in the

mountains, others were located in the middle of the urban population
area, others were located in the suburbs or desert.

With such a wide

variety of locations, it would stand to reason that the types of per

sons that would constitute the job market would also vary in relation
ship to the location, i.e., those that liked living in the country and
wide open spaces would more likely work in a rural facility, and those

that enjoyed city living would work in an urban facility.

It could

tend to produce a "ghost" intervening effect that would not be obvious
in the analysis of the study results.

Although it is preferable sta-

tiscally to have a wide population distribution, it can also be a li
ability to the validity of the study.

In addition, the geographic distance worked an extreme hardship
on the researcher, who went in person to distribute or recover ques

tionnaires, keep appointments with facility officials (who sometimes
didn't remember them), or respond to a request for assistance.

Quite

a bit of time, energy, and expense was involved for the researcher
for each activity.

This extended the questionnaire-distribution per

iod considerably (approximately 5 months total) and made collection
and processing of the questionnaires and meeting of an individual fa

cilities' needs and requests a major undertaking no matter what the
nature of the task involved.

ted by the researcher.

This was an effect that was not anticipa

It should be noted by anyone attempting to

replicate this type of study with a number of institutions in a large
geographic area.
d.

Construction of the Questionnaire and Return/Processing of
the Questionnaires.

Because of the paucity of literature in this area of geriatric

study, no valid and reliable instruments were available to measure the
effects present in this type of population in a convalescent facility.
Thus, another instrument utilized in a related study was adapted to

serve as the attitude-measuring device in this research.

There is

always a risk in this type of assumed correlation that the instrument
used does not validly measure the population that is being sampled.
This limits the scope of the study because essentially it is pilot

or initial research that is seeking to provide the basis for further
follow-up research, but it has no comparison group itself from which
inferences can be statistically drawn.

To meet the needs of the spe

cific population the instrument was modified to reduce the level of the
written language and the number of dimensions and questions answered
and analyzed, and make the language relevant to workers in geriatric
facilities by substituting the terms that were specific to mental in

stitutions (in the original study) with those terms that would apply
to geriatric facilities.

It seems likely that these measures taken to

restructure the instrument will not significantly effect its validity,
but that possibility cannot be ruled out entirely.
In addition, the methods employed to distribute the questionnaires
and assure returns were too ponderous and involved too much time.

Rather than allowing the administrative personnel to distribute and
recover the questionnaires, it would have been more efficient and would

have insured a higher rate of return if the officials would have al

lowed staff meetings for personnel to complete the questionnaires and
then had them collected at the close.

But many administrative offi

cials were reluctant to allow employees to participate in this research
on company time or during the all-important staff meetings.

Thus, the

whole process was significantly lengthened because the return of the
questionnaires and other materials utilized in the study format was

totally up to the individual participant's goodwill and memory.

Of

course, under the circumstances, the return rate was satisfactory if
not ideal.

It should also be noted that some respondents had difficulties
with comprehending the English language, or had no one to explain con
fusing or misunderstood questions, or were disturbed by other factors
related to the language of the questionnaire, and hence may have arbi
trarily checked boxes that did not necessarily reflect their feelings.
Some respondents may have also exhibited other intervening variables

that are very difficult, if not impossible, to control for in a ques
tionnaire:

pattern answering of questions rather than analyzing and

answering each item individually, seeking help from other respondents
concerning filling out the questionnaire, having someone else fill

out the questionnaire for them, and not taking the task seriously or
rushing through it.

These categories of possible intervening effects

are difficult to control for in an anonymous survey but should be
noted for future study and possible research implications.

e.

Mixed Personality Characteristics Among the Aide/Orderly Grou

Because of the wide variety of populations sampled and no control
for personality variables or individual characteristics concerning

those who filled out the survey, it would seem reasonable to assume

that in the population sample there may have been an inordinate number
of a certain personality trait or style that could have skewed the re
sults of the questionnaire.

In addition, in discussions and conversa

tions with the aides and orderlies, it became apparent that although

most were positive and receptive to the concepts of the study, they
felt that the research would have little personal benefit or profit to

them and thus was not a priority item or important to take seriously.

They also tended to be defensive and sensitive concerning this potenti -

ally threatening "prying" into their personal lives, particularly as

it might affect their present or future geriatric employment potential.
It should also be noted that the unlicensed personnel population

was predominantly female and this researcher is male.

This may have

introduced experimenter bias on occasions when the researcher inter
acted with the employees or supervisory personnel

the study.

Many people did seem either too suspicious and reserved or

too eager to please the researcher which might be related to this bias.
Also, questionnaires were distributed on a first-come-first-serve basis
which did not attempt to control for quality employees who were repre
sentative of the institution or of unlicensed personnel in general.
Some of the clustered or individual variables studied were probably

affected by this occurrence.

For example, the transience cluster could

have been distorted by the fact that those who were the most transient
would have tended to not complete or turn in their questionnaires due

to their tendencies toward job changes.

Even though the likelihood of

the occurrence of some of these factors is low, they should be dis
cussed and noted for the assistance of future research or study.

Chapter 4

RESULTS

The main purpose of this study is to examine the effect of envir
onmental aiid demographic factors on the attitudes of aides/orderlies

in convalescent facilities. This can be most efficiently accomplished

by grouping the independent variables into clusters and by discussing
their statistical relationship to the dependent variables one at a
time.

The independent variables are grouped as the following: the

educational cluster (education, attending school, geriatric training),
sex cluster (sex, job title), transience cluster (years lived in state,
number of places lived in past 3 years, number of jobs in past 3 years,
length of employment), citizenship cluster (citizenship and years
lived in United States), income cluster (income, wages, people sup

porting), present job cluster (shift worked, number of jobs and job
types worked now, institution type), marital status, race and reli

gion. The clusters will be discussed in relationship to the dependent
variables. Relevant individual factors in the clusters may also be
further amplified and analyzed.
*

a.

Strictness

The participants' desire to discipline the residents was not

significantly affected by the following factor clusters: sex, citizen
ship, income, present job, marital status, and religion.

It seemed to

be affected but not at the P<.05 level, by attending school (P<.10)

and geriatric training (P^.20) in the educational cluster, and by race
(P<.10) and length of employment (P< .10) in the transience cluster.
The direction of the effect of these variables was as follows:

* - for the statistical numerical values see Appendix

A

1) school attendance - if a participant was presently enrolled in
school/vocational training coursework he/she would tend to be
more strict and discipline-minded concerning residents,

2) geriatric training - if a participant had received geriatric
training he/she would be more strict/discipline-minded toward
geriatric residents,

3) length of employment - strictness increased concomitantly with
the persons length of employment at the institution, and

4) race - non-caucasian participants tended to be more strict
with residents than caucasion participants.

b.

Work Conflict

The participants acceptance of conflicts as a part of their

job description was not significantly affected by any of the categori
cal or continuous variables or variable clusters. Probably, the major

ity of aides/orderlies did not feel strongly positive or negative in
relationship to this factor.

c

Breaking the Will

The only factor that significantly affected the participants'
feelings concerning being authoritative and emphasizing subservience
with the residents was attending school of the educational cluster

(P^.05) The participants that attended school were more desirous
to break the patient's will than those that were not attending school.

d.

Irritability

The factors that significantly affected unlicensed personnel's

feelings about their job being nerve-wracking and frustrating were:
attending school (P<.01), age (P<..05), length of employment (P<..10),
job title (P< .05).

The other independent variables did not significantly

affect the irritability dimension.

The directions of the affects of

these variables were as follows;

1) school attendance - participants who were presently attending
school were more likely to feel irritable about their job,
2) length of employment - irritability increased concomitantly
with a subjects length of employment at an institution, and

3) age - irritability decreased concomitantly with the subject's
increasing chronological age.

e.

Inconsiderateness of Administration

None of the independent variables significantly affected or

were significantly related to this dependent variable concerning lack

of understanding on the part of administrative staff. This is probably
an indication that unlicensed personnel do not feel strongly one way
or another or are neutral concerning administrative interest and com
petence.

f.

Institutional Identification

The factors that significantly affected unlicensed personnel's

feelings about the status of geriatric facilities in public opinion
were:

type of institution (P<.05), citizenship (P<.05), and possibly

the number of jobs presently held (P< .20).

The other factors and

factor clusters did not have a significant effect on institutional
identification.

The directions of the affects were as follows:

1) type of institution - hospital-related geriatric facility
unlicensed personnel had the highest mean average level of
institutional identification, privacely-individually-ownednon-union facility personnel had the next highest levels,
private-individually-oxraed-union facilities had the next

highest levels, private-non-profit corporation-non-union fa
cility personnel had the next highest levels, private-forprofit corporation-union facilities had the next lowest

level, and private-for-profit corporation-non-union facil
ities had the lowest levels of institutional identification.

2) citizenship — non—United States citizens tended to have more

institutional identification than United States citizens, and
3) number of jobs presently held - institutional identification

increased concomitantly with increasing number of jobs held.
g.

Aide/Orderly Seclusiveness

The factors that significantly affected aide/orderly tenden
cies to want to be left alone in performing their jobs were: type of
institution (P<.01), education (P^.05), and number of years lived
In this state (P <.05).

The other factors and factor clusters had no

significant effects or relationships to aide/orderly seclusiveness.
The directions of the affects of the significant factors were:
1) type of institution - hospital-funded facilities exhibited the
highest levels of seclusiveness, private-individually-ownedunion and private-for-profit corporation-union facility per
sonnel were next highest and about equal in seclusiveness,

private-non-profit corporation-non-union facilities were next,
private-for-profit corporation-non-union facilities had the next

lowest levels of seclusiveness and private-individually-ownednon*-union facilities had the lowest levels of seclusiveness,

2) education — as the subject's years of education increased, his/
her level of seclusiveness decreased concomitantly, and

3) number of years in this state - the participant's years
of living in this state increased concomitantly with his/
her degree of seclusiveness.

h.

Comradeship xd.th Residents

The factors that significantly affected the subjects feelings
concerning improving relationships with residents were:

type of

institution (P<.05), sex (P<.05), marital status (P<.10), education
(P<.05), and attending school (P<.10). The other factors and fac
tor clusters did not significantly affect comradeship with residents.
The directions of these significant factors were as follows:

1) type of institution - hospital-related facilities had the high
est degree of interest in improving relations with residents,
private-for-profit corporation-union facilities were next, private-individually-owned-non-union facilities were next, privatefor-profit corporation-non-union facilities were next, privateindividually-owned-union facilities were next, and privatenon-profit corporation-non-union facilities had the least de
gree of agreement that unlicensed personnel can improve resi
dent-employee relations,

2) marital status - married or divorced participants tended to
have a higher degree of interest in improving patient relations
than did single, or widowed subjects,
3) sex - female participants tended to have more interest in im
proving employee-resident relations than did male subjects,
4) education - interest in comradeship increased concomitantly
with the subjects years of education, and
5) attending school - interest in comradeship increased concomi
tantly with subjectis non-school-attendance or not being pre
sently enrolled in a school of some kind.

i.

Job Insecurity

Education was the only factor that significantly (P< .05)
affected the participant's feelings of job insecurity.

The other fac

tors and factor clusters did not significantly effect job insecurity,

The direction of this affect was that the subject's job insecurity

feelings increased concomitantly with his/her years of education.

j.

Job Rejection

The participant's feelings of unhappiness with one's job and

job security were significantly affected by: job title (P< .05), age
(P<.01), education (P<.10), income (P<.10), places lived in the

past 3 years (P<.10), and geriatric training (P<.20). The other
factors and factor clusters did not seem to affect job rejection.
directions of these affects are as follows:

The

1) job title - aides tend to have more job rejection and unhappiness than orderlies,

2) age - the subject's job rejection tended to decrease with their
increasing chronological age,

3) education - the participant's job rejection tended to increase
with their years of education,

4) income - job rejection tended to decrease with the subject's
decreasing income,

5) places lived in past 3 years - job rejection tended to decrease
concomitantly with decreasing number of places lived in the
past 3 years, and

6) geriatric training - although this factor is not highly corre
lated, it seems that job rejection decreases with geriatric
training.

k.

Negative Ward Management

The only factor that was significantly related to and affec

ting the unlicensed personnel's feelings of boredom or revulsion toward
their job duties was type of institution (P<.05).

The other factors

or factor clusters did not significantly affect negative ward manage
ment.

The direction of the type of institution affect was:

private-

for-profit corporation-union facilities exhibited the least degree of
negative ward management feelings, private-individually-owned-non-

union facilities and private-individually-owned-union and private-for
profit corporation-non-union facilities being next and about equal in

their negative ward management agreement and feelings, and hospital-re
lated and private-nonprofit corporation-non-union facilities having

the highest degree of boredom and unhappiness concerning their job duties.

1.

Negative Public Relations

The following factors seemed to have a significant affect on
and aide/orderly's desires to be free from visitors and to not have

what he/she does off the job be a concern of the facility or the facil

ity's image: attending school (P<.10), citizenship (P<.05), and
income (P<.10).

The directions of these affects are as follows:

1) attending school - subject's negative public relations desires
seemed to increase concomitantly with their school attendance,

2) citizenship - United States citizens tended to have less nega
tive public relations feelings that non-United States citizens,
and,

3) income - negative public relations tended to increase concomi
tantly with the subject's income

m.

Negative Aide-Orderly/Supervisor Relations
1

There were two factors that seemed to significantly affect the

aide's/orderly's feelings that administrative personnel were not under
standing and thus tended to complicate their jobs.

These factors were

attending school (P< .001) and number of years lived in the United States

(P< .10), The other factors or factor clusters did not seem to signi
ficantly affect this relationship.

The directions of these affects are

as follows:

1) attending school - if the subject was presently attending
some type of school, his/her degree of negative aide-orderly/
supervisor relations feeling tended to be significantly
higher,

2) number of years lived in United States - the subject's degree
of negative feelings toward supervisors decreased concomitant
ly as their number of years having lived in the United States
increased.

n.

Negative Physical Care

This category also had two factors that were significantly
affecting and relating to it.
attending school (P<.05).
follows:

They are:

marital status (P<.001) and

The directions of these affect^ are as

1) marital status - widowed subjects had the least degree of
detest for giving primary physical care to geriatric patients,
divorced/separated subjects were next lowest, single subjects
had the highest and approximately equal degree of detest for
giving primary medical care to geriatric patients,

2) attending school - if the subject was presently attending
school, his/her degree of detest for giving primary physical
care was usually significantly higher.

Results Summary

Type of institution, school attendance, age, education, citizen

ship, marital status and job title seemed to the the independent vari
ables that had the most affect on the dependent attitude variables in

this study.

Sex, geriatric training, length of emplojmient, income, and

years lived in this state seemed to have a limited affect on certain
variables that should be noted.

The overall results from this study were interesting, but not
highly statistically significant.

According to probability, it would

be expected that by chance fifteen significant variable affects could

be found.

In this study, there were twenty.

This should not detract

from the significant effects that were obtained, but should underline

the fact that a preliminary and pilot study such as this one is often
more profitable in identifying what shouldn't be included or studied
than what should be.

CHAPTER 5
DISCUSSION AND CONCLUSIONS

Probably the most important aspect of this study to keep in mind
is that at best it is a preliminary, tentative and pilot study.

This

situation exists for a variety of reasons that are reviewed here:
1)

Minimal literature or research studies available to assist
in the study directions and organization,

2)

No appropriately normed surveys available to analyze the
attitude and personality characteristics of this population
in geriatric facilities specifically,

3)

The initial inexperience of this researcher in working and
studying the gerontological area,

4)

The inherent advantages and disadvantages of field research,
and,

5)

the limited time period available for this study.

However, on the positive side, there was much research available
in related areas and with other similar employee population groups

that provided potential directions for correlations and preliminary
identification of important independent variables that could effect

geriatric or related employee groups.

This was extensively utilized

in the formulation of this study and has been previously reviewed in
much detail. But correlation with other statistically significant

studies does not pre-determine the results of this research applied to
other populations and this seems to be the case with the present study.
The overall results of this study are not highly statistically

significant but are significant in other informational, observational,
procedural and organizational ways that should be of benefit to fur
ther research and study in the area of unlicensed personnel.

Even if

nothing else was accomplished by this study but introducing this im
portant aspect of geriatric care to the research community, it would

still seem to be worthwhile and productive.

It is the purpose of this

type of study to provide the groundwork and background for future re
search while at the same time presenting potential directions and guide
lines for assistance of the unlicensed and administrative personnel in
geriatric facilities .

Analysis of the Results

Any discussion of the results of a questionnaire-based study or

even other types of studies should probably be predicated with the
statement that the important and relevant personality traits or beha
vioral characteristics may not have been presented or identified in

the survey format.

It is possible that this survey does not validly

measure the attitude dimensions that would best represent the variety
of factors that would comprise unlicensed personnel in geriatric facil
ities.

Nevertheless, this study did attempt to measure dimensions

that should be common to all medical care facilities including conva

lescent hospitals,such as:

supervisor/employee relations, feelings

toward patients and patients relatives, feelings toward job duties
relevant to patient primary care, feelings towards geriatric facili

ties in general, feelings about one's job title/position, feelings
concerning methods of controlling patients and the hospital atmosphere,
and employee-employee relations.

Common independent (demographic and

situational factors) variables were introduced and related to the atti

tude variables to determine potential significant effects that might

be occurring,as a result
sion areas studied.

of these variables, in the important dimen

Important factors for consideration and possible

directions for future study can be obtained from analysis of the sig-

nificant interactions and affects that were observed and computed.

Institutional type was significantly related to aide/orderly atti
tudes concerning institutional identification, attendant seclusiveness,

comradeship with residents, and negative feelings toward supervisors
and administrative personnel.

Hospital-related, private-for-profit-

corporation-union, and private-individually-owned-nonunion facilities

tended to exhibit higher degrees of these dependent variables and
private-nonprofit corporation-nonunion and private-for-profit corpor
ation-nonunion facilities tended to exhibit the lowest levels of these
variables.

Attending school presently was significantly related to the atti

tudes concerning breaking the will, irritability, negative aide/order
ly-supervisor relations, and negative feelings concerning primary care
of patients.

Subjects who were attending school tended to exhibit

higher levels of these variables with the exception of comradeship

interests (P^.IO) which tended to be higher with non-school-attending
subjects.
Education had a significant affect on attendant seclusiveness,

comradeship interests, job insecurity and some affect on job rejection.
As years of education increased, the levels of agreement with these var
iables also increased with the exception of attendant seclusiveness

which decreased with increasing education.

Age seemed to have a significant affect on irritability and job

rejection which both tended to decrease with increasing age, and Job
title seemed to have a significant affect on irritability and job
rejection with aides tending to have higher levels of these than orderlies.

Marital status had a highly significant affect on negative atti
tudes toward primary care services, with widowed and divorced subjects
having the least levels of detest for primary care services and single
or married subjects having the highest levels of detesting for primary
care.

Citizenship also exhibited significant levels of affect on in

stitutional identification (non-U.S. citizens had higher levels of) and
negative public relations (U.S. citizens had less of this).

Sex,

income, and years lived in state also exhibited affects on single fac
tors, but this seems to be more probably random than important for con
sideration.

It is interesting to note that race, religion, job types presently

held, geriatric training, shift worked, length of employment, number of
jobs in the past 3 years, number of jobs presently held, wages, number
of people presently supporting, number of places lived in the past 3
years, and number of years lived in the United States were all factors
that essentially had little or no affect on the attitude dimensions

areas in this study.

This is not, however, to say that they would not

have affects on other attitude dimensions or personality traits that

were not sampled in this study.
The presentation of variables potentially having affects in the
geriatric facility environment

should be considered as directions for

future study rather than as valid indicators of geriatric problem areas.
However, the groupings identified can provide a foundation for a more
in-depth study using these and other appropriate attitude dimensions
and for areas that should be noted and explored in the institutions to

determine whether they may be important variables in future hiring/

firing practices, geriatric training programs, and attempts to improve
the working environment and job status of unlicensed personnel in con
valescent facilities.

The important advantages and disadvantages of undertaking this
kind of study should also be thoroughly explored and worked out before
an attempt is made to replicate this study or to do further study in

the convalescent facilities.

One should plan concerning:

1) 6 months

to a year of actual field study time, 2) Protecting confidentiality
rights of the individual participants and institutions while at the
same time eliminating the many complications of utilizing convalescent

facility personnel as middle-persons to administer the study, 3) Mak
ing adequate provisions for higher than average study costs, a large

geographic area of study, transportation, and streamlining of distri

bution/collection procedures, 4) Expecting suspicious/sensitive atti
tudes as a rule from the employees and cooperative attitudes from the
administrative personnel, but realize that both will give research a

very low priority because of their other tremendous responsibilities
which will probably result in excessive time periods and loss of ques

tionnaires due to occupational employment attrition, 5) Attempting
to counteract low English language command levels, group answer ses

sions, lack of understanding of the question items during the comple
tion of the survey, experimenter bias, pattern answering or guessing,

participant selection procedures, etc., and 6) Be prepared to spend
several months developing a more appropriate survey instrument that
may include more or other factors as needed.

There is no question that more study is needed in this area before
reliable conclusions can be drawn that will include most of the impor-

tant factors affecting geriatric unlicensed employees and their per
formance of their job responsibilities.

It is hoped that this study

will provide a springboard for further exploration in this needy area.
With more information on this subject perhaps policy makers can improve

the present negative job situation that unlicensed personnel confront
in a convalescent facility.
Another factor should also be mentioned.

Federal, State, County,

and Local City officials and agencies proved very helpful.

They were

willing to provide directions, maps, advice, extensive public records,
and interviews to assist in identifying the areas of study.

Their

permission should also be sought for surveying the institutions, as a
matter of courtesy, although this is not mandatory for the researcher.
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APPENDIX MATERIAL

Appendix A

Statistical Analysis of the Variables
(Detailed)

P<.05

A*

_

p<.01

no significant effect

AAA

_

p<.001

no significant effect
*
**

Dependent Variable:
1.

- P < .05
- P < .01

*** - P < .001

Strictness (S)

Independent Variable

Degrees of

Category

Freedom

F Value

(^1^2'
C2.21)

Type of Institution

5, 100

1.07

(3.92)
•±, 117

.90

(2.37)
Marital Status

4, lOO'
4, 100

1.25
2.32

(3.00)
Job Title

2, 100

1.11

Religion

Attending School

1, 117

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117
(3.92)
1, 117

Education

1, 117

.005

.96

(3.92)

Length of Emplo3nnent

1, 112

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 112

Wages/Rate

1,. 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 112

Number of Years Lived
in State

1, 117

Number of Years Lived
in U.S.

1, 117

1.52

?

-

P < .10

?? - P< .20

n.s. - no significant effect

Dependent Variable:
2.

Work Conflict

^

*

- P < .05

?

**

- P< .01

?? - P< .20

*** - V

Independent Variable

Degrees of

Category

Freedom

.001

3, 100

(yiVo'
.24 .

(3.92)
1, 117

.64

(2.37)
Marital Status

4, lOo'
4, 100

.40
.50

(3.00)
Job Title

2, 100

.75

Religion

Attending School

1, ll7

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117
(3.92)
1, 117

Education

1, 117

1.60
.23

(3.92)

Length of Employment

1, 112

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 112

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 112

Number of Years Lived
'
in State

1, 117

Number of Years Lived
in U.S.

1, 117

P < .10

( )- critical F

F Value

(2.21)

Type of Institution

-

.04

P Value

no significant effect
*
**

Dependent Variable:
3.

*** - P < .001

Breaking the Will

Independent Variable
Category
Type of Institution

- P < .05
- P < .01

Degrees of
Freedom

5, 100

F Value

(v-.Vo. .95)
(2.21)
.21

(3.92)
1, 117

.92

(2.47)
Marital Status

4, 100'
4, 100

1.48
1.61

(3.00)
Job Title

2, 100

1.12

Religion
(3.92)

Attending School

1, 117

6.35

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117

(3.92)
1, 117
Education

1, 117

1.09
.14

(2.02)

Length of Employment

1, 113

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 113

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 113

Number of Years Lived
* in State

1, 117

Number of Years Lived
in U.S.

1, 117

.02

n.s. - no significant effect
*
**

Dependent Variable:
4.

- P < .05
- P < .01

*** - P <;^ .001

Irritability (I)

Independent Variable

Degrees of

F Value

Cateeory

Freedom

V.V

Type of Institution

5, 100

95)
(2.21)
1.97

?

-

P < .10

?? - P< .20
( ) - critical F

P Value

ns

(3.92)
1. 117

Sex

1.92

ns

(2.47)
Marital Status

4, 100

Race

4, 100

1.93

ns

1.93

ns

(3.00)
Job Title

2, 100

3.66

ns (.77)

Religion
(3.92)

Attending School

1, 117

8.24

Type of Job Presently

ns (.30)

Held

ns (.74)

Geriatric Training
Shift Worked

2, 100

.35

ns

Citizenship

1, 117

33

ns

Age

1, 117

Education

1, 117

(3.92)
6.13
.22

ns

(3.92)

Length of Employment

1, 112

1.78

ns

1, 117

.31

ns

Number of Jobs Held in
Past 3 Years

Number of Jobs Presently
ns (.40)

Held
Income

1, 112

.76

ns

Wages/Rate

1, 117

.27

ns

Number of People Being
Supported

1, 117

1.59

ns

1, 112

.08

ns

1, 117

.92

ns

1, 117

.75

ns

Number of Places Lived
in Past 3 Years

Number of Years Lived
'
in State

Number of Years Lived
in U.S.

n.s. - no significant effect

Dependent Variable:

5. Inconsiderateness of (ja)

*

- P < .05

?

**

- P< .01

?? - P< .20

***

- P

( )- critical F

.001

-

P < .10

Administration

Independent Variable
Category

Degrees of
Freedom

F Value

.95)
(2.21)

Type of Institution

5, 100

.15

(3.92)
1, 117

1.07

(2.47)
Marital Status

4, 100
4, 100

.74
2.26

(3.00)
Job Title

2, 100

.07

Religion

Attending School

1, 117

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117

1, 117
Education

1, 117

.22

(3.92)

Length of Employment

1, 112

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 112

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 112

Number of Years Lived
in State

Number of Years Lived
in U.S.

1, 117

1, 117

.64

P Value

n.s. - no significant effect
*
**

Dependent Variable:
6.

itification
Institutional Identification

Independent Variable
Category

(II)

' .of
Degrees
Freedom

- P < .05
- P < .01

*** -P<.001

5, 100
1, 117

Marital Status

4, 100

4, 100

2.46 .
(3.92)
.001
(2.47)
.77

1.38
(3.00)

Job Title

2, 100

.52

Religion

Attending School

1, 117

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

1.60

(3.00)
Citizenship

1, 117

4.13

1, 117
Education

1, 117

1.16

(3.92)

Length of Employment

1, 112

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 112

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

Number of Years Lived
* in State

Number of Years Lived
in U.S.

1, 112

1, 117

1, 117

-

P < .10

?? - P< .20
( ) - critical F

F Value

■ (viV^< .9f
(2.21)

Type of Institution

?

.68

P Value

Dependent Variable:
7.

n.s. - no significant effect
*
- P < .05
**
- P < .01

Aide/Orderly Seclusiveness

Independent Variable
Category

Degrees of
Freedom

- P < .001

5, 100

(-^1^2'
3.32

(3.92)
1, 117

.25

(2.47)
Marital Status

4, 100
4, 100

1.03

.93

(3.00)
Job Title

2, 100

1.68

Religion

Attending School

1, 117

Type of Job Presently
Held

Geriatric Training
Shift Worked

Citizenship
(3.92)
2.31
■4.73

Education

(3.92)
.88

Length of Employment
Dumber of Jobs Held in
Past 3 Years

Number of Jobs Presently
Held
Income

1, 113

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 113

Number of Years Lived
in State

1, 117

Number of Years Lived
in U.S.

(3.92)

1, 117

P< .20
critical F

F Value

(2.21)

Type of Institution

P< .10

5.31

P Value

Dependent Variable:

n.s. - no significant effect
*
- P < .05
**
- P< .01

•j ^
Comradeship with ,
Residents
(CR)
Degrees of
Independent Variable

8.

Category

***

- V ■C .001

-

P < .10

?? -

?

P< .20

(

) - critical F

F Value
P Value

Freedom

(2.21)

Type of Institution

5, 100

2.58

(3.92)
1, 117
Marital Status

4, 100'
4, 100

6.09

(2.47)
2.40
1.13

(3.00)
Job Title

2, 100

1.11

Religion
(3.92)

Attending School

1, 117

2.96

Type of Job Presently
* (.05)

Held

Ceriatric Training
Shift Worked

2, 100

Citizenship

1, 117

(3.92)
1, 117
Education

1, 117

1.26
5.23

(3.92)

Length of Employment

1, 113

.00

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held

(3.92)
Income

1, 113

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 113

Number of Years Lived
in State

1, 117

Number of Years Lived
in U.S.

1, 117

.01

- no significant effect
*
**

Dependent Variable;
9.

*** - P < .001

Job Insecurity

Independent Variable
Category

- P < .05
- P < .01

Degrees of

5, 100

1.63 .
1.72

(2.A7)
Marital Status

A, lOo'
A, 100

1.89
.78

(3.00)
Job Title

2, 100

1.39

Religion

Attending School

1, 117

Type of Job Presently
Held

-Geriatric Training
Shift Worked

Citizenship

2, 100
, 117

(3.92)
.A3

Education

A.17

(3.92)

Length of Employment
Number of Jobs Held in
Past 3 Years

Number of Jobs Presently
Held
Income

Wages/Rate
Number of People Being
Supported
Number of Places Lived
in Past 3 Years

Number of Years Lived
'
in State

Number of Years Lived
in U.S.

P < .10

( )- critical F

P Value

(3.92)
1, 117

-

?? - P< .20

F Value

Freedom

(2.21)

Type of Institution

?

.12

n.s. - no significant effect
Bependent Variable;
10.

Job Rejection

.

Independent Variable

Degrees of

Category

Freedom

*
**

- P < .05
- P < .01

***

_ P

.001

5, 100

(^1^2'
.77

(3.92)
1, 117

1.71

(2.47)
Marital Status

4, lOO'
■ 4, 100

Job Title

2, 100

.84

.00
(3.00)
3.83

Religion

Attending School

1, 117

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117

(3.92)
1, 117
Education

1, 117

7.73
2.78

(3.92)

Length of Employment

1, 112

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 112

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

Number of Years Lived
in State

1, 112

1, 117

Number of Years Lived
in U.S.

Iv 117

-

P < .10

?? - P< .20
( )- critical F

F Value

(2.21)

Type of Institution

?

.12

P Value

n.s. - no significant effect
*
- P < .05
**
- P < .01

Dependent Variable:
11.

Negative Ward Management

*** - P< .001

?

-

P < .10

?? - P< .20
( )- critical F

(NI'/M)

Independent Variable

Degrees of

Category

Freedom

F Value
.95

(2.21)

Type of Institution

5, 100

2.27

(3.92)
1, 117

1.17

(2.47)
Marital Status

4, 100"
4, 100

.40
.75

(3.00)
Job Title

2, 100

2.60

Religion

Attending School

1, 117

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117

(3.92)
1, 117
Education

1, 117

1.57
1.09

(3.92)

Length of Employment

1, 113

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 113

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 113

Number of Years Lived .
in State

1, 117

Number of Years Lived
in U.S.

1, 117

.002

P Value

n.s. - no significant effect

Dependent Variable:
12.

Negative Public Relations

.

_

Independent Variable

(NPR)

Category

Degrees of
Freedom

*

- P < .05

?

**

- P< .01

?? - P< .20

*** - P < .001

5, 100

2.08

(3.92)
1, 117

2.11

(2.47)
Marital Status

4, 100
4, 100

1.70
1.65

(3.00)
Job Title

2, 100

2.70

Religion
(3.92)

Attending School

1, 117

3.81

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

.82

(3.92)
Citizenship

1, 117

3.94

1, 117
Education

1, 117

.25

(3.92)

Length of Employment

1, 112

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 112

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 112

Number of Years Lived ,
in State

1, 117

Number of Years Lived
in U.S.

1, 117

P< .10

( ) - critical F

F Value

(viv^, .95
(2.21)

Type of Institution

-

.60

P Value

n.s. - no significant effect
*
**

Dependent Variable:

jTO-rl1 v //
'
Negative Aide-Orderly/
Supervisor Relations (NASRl
Independent Variable
Degrees or
Category
Freedom
13.

Type of Institution

5, 100

- P < .05
- P < .01

*** - P< .001

A, lOO'
4, 100

.96
.50
.47
.61

(3.00)
Job Title

2, 100

.86

Religion
(3.92)

Attending School

1, 117

10.98

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117

(3.92)
1, 117
Education

1, 117

.003
.01

(3.92)

Length of Employment

1, 113

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

Wages/Rate

1, 113
1, 117

Number of People Being
Supported

1, 117

Number of Places Lived
in Past 3 Years

1, 113

Number of Years Lived
in State

1, 117

Number of Years Lived
in U.S.

1, 117

P < .10

( ) - critical F

F Value

(v..Vo, .9
(2.21)

(2.47)
Marital Status

-

?? - P< .20

^

(3.92)
1, 117

?

.001

P Value

n.s. - no significant effect

Dependent Variable:
14.

.

Negative Physical Care (NPC)

Independent Variable

Degrees of

Category

Freedom

*

- P < .05

**

- P < .01

***

- p X .001

^

5, 100

1.88

(3.92)
1, 117

.03

(2.47)
Marital Status

4, 100

6.38

(2.47)

' 4, 100

1.76

(3.00)
Job Title

2, 100

.10

Religion
(3.92)

Attending School

1, 117

5.30

Type of Job Presently
Held

Geriatric Training
Shift Worked

2, 100

Citizenship

1, 117
(3.92)
1, 117

Education

1, 117

.43
.05

(3.92)

Length of Employment

1, 114

Number of Jobs Held in
Past 3 Years

1, 117

Number of Jobs Presently
Held
Income

1, 114

Wages/Rate

1, 117

Number of People Being
Supported

1, 117

Nmnber of Places Lived
in Past 3 Years

Number of Years Lived
in State

Number of Years Lived
in U.S.

1, 114

1, 117

1, 117

P < .10

?? - P< .20
( )- critical F

F Value

(vj^v^. .95)
(2.21)

Type of Institution

J

.03

P Value

Appendix B

Demographic Population Description
(Detailed)

DETAILED DEMOGRAPHIC DESCRIPTION OF STUDY POPULATION AND INSTITUTIONS

Category of Institution/Number of Participants Per Category/Percent
age of Total Number of Participants in Study.
Number of

Percentage of

Category Label

Total Number

Participants

Private/Individually-Owned/
Nonunion

Pri vate/Individually-Owned/
Union

Private/For-Profit

Corporation/Nonunion
Private/For-Profit

Corpora tion/Union
Private/Non-Profit

Corporation/Non-union
Hospital Funded-Related
100.0

Totals

2.

Sex/Gender.
Number in

Percentage of

Category

Total Number

Male

Female

100.0

Totals

Job Title.

Category

Number in

Percentage of

Category

Total Number

Aide

Orderly

Other (housekeeping,
maintenance)
Totals

100.0

DEMOGRAPHY DESCRIPTION CONTINUED

4.

Age.
Years

Number at

Percentage of

This Age Level

Total Number

Not Given
17

18

19
20

21
22
23

24
25
26
27

28
29
30

31
32

33
34
35
36
37
38
39
40

41
42
43
44

45
47
48
49
50

51
52

54
55

56
60
62
66

68
Totals

Average Age
Age Range

132
33

17 to 68

100

DEMOGRAPHY DESCRIPTION CONTINUED
5.

Marital Status.

Category Label

Number in

Percentage of

Category-

Total Number

Married

Single

Divorced/Separated
Widowed

Other (living with)
100.0

Totals

6.

Race.

Category Label

Number in

Percentage of

Category

Total Number

White/Caucasian

Spanish/Mexican-American
Black/A frican-American
Asian/Asian-American
Other - American Indian,
Indian, Arabian
100.0

Totals

White - 54.5%; Minorities - 45
7.

Religion.
Category Label

Number in

Percentage of

Category

Total Number

Catholic
Protestant

Jewish/S.D.A.
None

Other - Evangelical, Muslim,
Eastern Orthodox,
Buddhist, etc.
100.0

Totals

Catholic/Protestant - 75.0%
8.

United States Citizen.

Category Label

Number in

Percentage of

Category

Total Number

Birth/naturalized citizen

Legal/illegal foreign
citizen
Totals

100.0

DEMOGRAPHIC DESCRIPTION CONTINUED

9.

Education.
Grade Level

Number at this

Percentage of

Grade Level

Total Number

.8
2.3
3.0

6.1
12.1
45.5
17.4
6.1

2.3
3.0
1.5

10.

Totals

132

High School Education or Less -

70%

100.0

Attending School.
Category Label

Number in this

Percentage of

Category

Total Number

Not Presently Attending
any Type of School
Attending Trade School
Attending High School
Attending Junior College

Attending 4-Year College
100.0

Totals

11.

Length of Employment.
Number of Years

less than a year

Number who have

Percentage of

Worked this Long

Total Number

19

1

57

14.4
43.2

2

26

3

5

19.7
3.8

4

4

3.0

5

1

6

4

.8
3.0

7

2

1.5

8

2

1.5

9
10

3

2.3

3

2.3

11 - 16

6

4.7

Totals

2 years or less - 77%
1 year or less - 57%,

100.0

DEMOGRAPHIC DESCRIPTION CONTINUED

12.

Number of Jobs Held in Past 3 Years.

Number Held

Number who held

Percentage of

This Number of Jobs

Total Number

Not reported
1
2

3
4

5-8
100.0

Totals

2 Jobs or less in 3 yrs. - ITU
3 Jobs or less in 3 yrs. - 86%

13.

Number of Jobs Presently Held.
Number Held

Number Who Held

Percentage of

This Number

Total Number

2 or more

100.0

Totals

Income.

Less than $6000.00 - 66%.
Less than $8000.00 - 84%

Mean Income

$5250.00
$5531.82

Income Range

$1000.00 to 16,000.00

Median Income

Training in Caring for the Elderly (Certification)
Category Label

Number in

Percentage of

This Category

Total Number

Taken Training
Not Taken Training
100.0

Totals

Hourly Wages.
Median Wage
Mean Wage
Wage Range

$3.47/hour
$3.39/hour
$2.50/hour to $6.25/hour

Didn't Report

12 persons

Wages

Less than $3.57 - 61%
Less than $3.85 - 80%,

DEMOGRAPHIC DESCRIPTION CONTINUED

Number of Dependents or People Supported at Home.
Number Who Supported
Number Supported
This Number

Percentages of
Total Number

100.0

Totals

Supporting 2 people or less - 65%
Supporting 3 people or less - 80%

18.

Places Lived in Past 3 Years.
Number Who Lived in

Percentages of

Number of Places Lived

Total Number

This Number of Places

100.0

Totals

Lived in 2 places or less
Lived in 4 places or less

Years Lived in This State.

Years Lived Range:

Median Years Lived in State:

Mean

less than 1 to

56 years

Years Lived in State:

21 years or less - 60%
27 years or less - 80%
Years Lived in United States.

Median Years Lived in U.S.:
Mean
Years Lived in U.S.:

26
30

31 years or less - 62%
43 years or less - 817o
Years Lived Range: Less than 1 to 66
Shift Worked,

Number Working Shift

Percentage of Total

Morning (a.m.)
Afternoon (p.m.)

51

38.6

49

37.1

Night

29

22.0
2.3

132

100.0

Didn't Report
Totals

Cities Where Studied Institutions Were Located and Number of Institutions
Per City

Cherry Valley

-

1

Redlands

Fontana

Rialto

Highland

San Bernardino

Loma Linda

Yucaipa

-

Total Number

Number of Participants Per Institution and Percentage of Total Number

Institution

1

Institution

2

Institution

3

Institution

4

Institution

5

Institution

6

Institution

7

Institution

8

Institution

9

Institution 10

Institution 11
Institution 12
Institution 13

Institution 14
Institution 15
Institution 16
Institution 17

100.0%

5

Appendix C

Miscellaneous:

Questionnaires Used and Score Sheet (hand)
Medical Rates

Facility Definitions

Horinouchi Survey
Consent Form and Information Sheet

Filled-in Questionnaire as Average (median)
Unlicensed Personnel Would Have Filled In

ATTENDANT OPINION SCALE ~ SCORING FORM

Code Nunber

Institution
Categories

1.

Strictness (S)

2.

Work Conflict

(WC)

13

20

33

47

61

75

34

48

62

76

3.

Breaking the
Will (BW)

35

49

63

77

4.

Irritability (I)

36

50

64

78

37

51

65

79

38

52

66

80

39

53

67

81

40

54

68

82

41

55

69

83

1

42

56

70

84

'

43

57

71

85

1

44

58

72

86

.

45

59

73

87

;

46

60

74

88

5.

Inconsideratsness

of Adminis-tra-tion

1

(lA)
6.

Institutional
Identification

(II)
7.

Attendant
Seclusiveness

.

(AS)

8.

Comradeship with
Residents

(CR)

9.

Job Insecurity (JI)

10.

Job Rejection CJR)

11.

Nega-tive Ward
Manageitent
(NWM)

12.

Negative Piijlic
■Relations

(NPR)

13.

Negative AttendantSij^jervisor Rela-tions
(A-SR)

14.

Negative Physical
Care

(NPC)

Agree Very Mjch = 4

Disagree Very Much = 1

Agree A Lit-tle = 3

Disagree A Little

= 2

Don't Know = 0

Medi-Cal Rates during the middle of the year 1979 for care of covered
geriatric clients.
Private-pay patients rates during the corresponding period were:

$35 to $40 per day per patient.

Skilled nursing facility rates: ( 24 hours of nursing care)
1-59 bed facility

-

$29.84 to $30.39 per patient per day

60 - 99 bed facility

-

$28.29 to 28.59

"

$27.77 to 27.9t

"

100 or over bed facility

"

Intermediate care facility rates: ( 8 hours of nursing care)
1-59 bed facility

-

$23.71 to 24.27 per patient per day (with and
and addition $4.64 per day for
developmentally disabled patients

60 - 99 bed facility

-

$22.57 to 22.87 per patient per day with added
$3.83 for D.D. patients per day

100 or over bed facility

-

$22.18 to 22.27 per patient per day with added
$3.39 for D.D. patients per day

November 1, 1979

To whomever will be taking, administering, or in any way using the geriatric
questionnairet
Please Note the Following Information

1, Purpose of the questionnaire - to find out what things seem to most
effect the work of aides/orderlieS/4iousekeepers in convalescent homes
so that suggestions can be made to help their situation and that of
the institution they serve,

2, Who may participate in this study - aides, orderlies, and housekeepers

presently working in a nursing/convalescent home or hospital. No
fjrofessional personnel such as registered nurses, pnysicians, LVN's
or LPN's, administrators, or secretarial personnel, etc, may fill
out the questionnaires,

3, All information given by each worker or the institution is kept in
strictest confidence. No names are given and not attempt will be

made by anyone to identify an individual participant or institution,
including the researcher in this study. Also, the information given
will in no

reflect against a person's present employm.ent or

employment records,

4, You must sign the consent form if you are participating in this

study. This is for your and the researchers legal protection but
is in no way legally binding on you to participate in or complete
this research study. It is also a double-check that the number of
questionnaires equals the number of participants.
5, Answer all questions honestly and what is true only for

The

numbers by many of the items on this questionnaire have no meaning.

They are only to help in computer-processing this information,
6, The results of this study can be determined only by this researcher.

Anything else said by anyone is pure guessing. The results of this
study will be published in a major journal and you will be notified
about this. Feel free to contact this researcher or your supervisor
about any questions you don't understand.

Also, feel free to write in any comments you have about the study

or about your job in general whenever you like. Telephone numbers
where this researcher, Mr, Ted G, Sneed, may be reached are:

Work (8:30 to 12:30 a.m.) - (714) 785 - 2270
Home (after 5:00 p.m.)
- (714) 68/ - 9168
108

Table

A Typical Aide/Orderly Daily Routine/Schedule

7:00 a.m.

-

to

Hear patient report from night shift, wash patients for
breakfast, distribute food trays, spoon feed those who

8:00 a.m.

cannot feed themselves

8:00 a.m.

-

Baths and showers or bed bath

L0:00 a.m.
to
L2:00 p.m.

-

Cut fingernails, shave, dress, change and rotate incontinent/nonambulatory/bedbound patients, check medication

L2:00 p.m.

-

to
1:00 p.m.

1:00 p.m.
to
3:00 p.m.

-

3:00 p.m.

-

schedules and medications, toilet care, supervise recrea
tional activities/exercise programs, catheters, blood pres
sure, check diabetic patients, etc.
Wash/prepare patients for lunch, distribute lunch trays,
spoon feed those who cannot feed themselves, clean up
after eating
Put patients down for nap, toilet care, change incontinent
patients, pass out water, check catheters/medications/
fluid intake-output, blood pressure/vitals, etc.
Charting, which includes:

indication of food/fluid intake

and output, resume of activities performed during day,

recording of complaints/services to patients and social
activities of patients, summarize mental outlook of self
and patients for day and give tentative diagnosis, etc.
Usually have a total of 10 or more patients to care for
during one shift.

PARTICIPANT CONSENT FORM

It has been explained to me that the purpose of this study is to test the
attitudes of nonprofessional personnel toward their job and tov;ard the
convalescent patients they serve, in order to identify potential means of

facilitating smoother interaction and role performance between patients
and staff. I has also been explained to me that participation in this
study is completely voluntary.

I have the right to withdraw from this

study or refuse to participate in any part of it at any time. My name
will not be used in any published reports and my identity will be known
only to the chief investigator of this study whose name is written on

this form. It has also been explained to me that participation in this

study will not reflect on my job status in any way; neither will any
information about my responses be put in my personnel file or released

to this institution.

Nothing will be done or said concerning me that

has not met with my prior approval and voluntary agreement.

I give permission for
to interview me and to administer to me several questionnaires concerning
my practices and attitudes about my job, employee role, and patient-care

functions. My signature below indicates my willingness to partic5>ate only.
PARTICIPANT SIGNATURE

WITNESSED BY

OPINION - DEMOGRAPHIC QUESTIONNAIRE

DIRECTIONS;

The questions and statements on the next few pages will help this researcher

to know more about your background, and the likes and dislikes you have about
your job and the patients you work with.

Please answer the following questions by checking the right box or by writing
in the answer that is the one you want.
of the questions.

The researcher nc^ds you to answer all

TO NOT write your name on any of these papers, and do not

write in the spaces that are marked, "Don't write here."

Thank you very much for helping with this survey.

We, the researchers, think

that with your help we will be able to give helpful recommendations to improve
and change some of the difficulties of your job.

Do not write

in these spaces
/////■

L.

What is your sex?

2.

What is your age to the nearest year?

3.

What is your marital status?

/__/ Marriedj^
4.

Malej^

/_/ FemalSj
(write in)

/~7 Singlej /~7 Divorced or

/~7 Widowed. /~~J Other:

Separated^

What is your racial or ethnic background?

lU White^^ /~7 Spanish or

/~7 Black or

Mexican -

African-

American2

5.

What is your job title?

6.

What is your religion?

/~7 Asian or
Asian -

American^

American^

Aide^^ ^ Orderlyj LJ Other:

ZZ7 Catholic^ / / Protestantj /~7 Jewish or
S * D• A ■ ^

7.

/~7 Other:

/~7 None^ / / Other:

____________

What is the highest grade you have completed in school? (Circle year only)
Elementary
.123456

Jr. High

High School

7

10

8

9

11

Are you now attending school?

Trade

Schoolj^

High

School2

Jr. College

12

/ /

13

Yes

/~7 Junior

Colleges
Colleges

14

/ /

No

College

Graduate

15

17 18 19

16

20+

If yes, what kind?

/~7 College.

/~7 Graduate or

Professional,

9.

Are you a U. S. citizen either by birth or naturalized?

f~7 Yes^ /~7 N02

10.

How long have you worked here, to the nearest year?

11.

How many jobs have you had in the past three years?(write in)
What type(s) of job(s)?

12.

Do you

(write in)

have more than one job now? /~7 Yes^^ /~7 N02

If yes,
, what type(s) of job(s)?

13.

14.

(write in)

(write in)

What was your income in the last tax year?

(write in)

Have you had any training in caring for the elderly? / / YeSj^ / / N02
If yes, what kind?

(write in)

15.

How much are you paid per hour?

16.

How many people are you supporting, including all relatives and yourself?

(write in)

(write in)
17.

18.

How many places have you lived in the past three years? (write in)

How long have you lived in this state?

In this country?

(write in)

(write in)

Agree
Very Much
19.

Agree
A Little

Disagree
A Little

Disagree
Very Much

Don't
Know .

A patient will be thankful later

if the aide/orderly is hard on him.

20.

People who think they can alv/asy work
without arguing must not know what work

/~~7

o

o

//

o

o

is all about.

21.

Some patients are so bad that they must
be taught to be afraid of the aide/
orderly for their own good.

22.

Patients will get on any aide/orderly's
nerves after they have been with them
all day.

23.

Aides/Orderlies would do a better job

yith the patients if the nursing home
administration were more understanding.
24.

Rest homes like this one are often

unfairly put down.

Agree
Very Much

Agree

Disagree

Disagree

Don't

A Little

A Little

Very Much

Know

Aides/Orderlies can do a better job if
they are left alone.

o

o

o

o

a

o

o

o

o

o

o

o

o

a

o

have fewer visitors on their floor.

o

o

o

Supervisors could be of more help if
they would take time to get to know
the aide's/orderly's problems.

a

o

o

o

an

n

on

a

n

n

no

n

n

Patients are happier and behave better
when the aide/orderly shows an interest
in them.

When things go wrong, the aide/orderly
is usually the one who gets the blame.

/~7

Most aides/orderlies wish alot that

they had taken up some other kind of
work that pays better

Most aides/orderlies feel that clean

ing up a room is very dull and boring.
Most aides/orderlies would prefer to

Most aides/orderlies like to do jobs
other than giving direct physical care
to patients.

Strict discipline builds a strong
character.

Sometimes an aide/orderly should "tell
off" a fellow worder in order to get
his/her rights.

n

An aide/orderly must often drive the

mischief out of a patient before he/
she will behave.

Aides/orderlies often feel that they
can't stand their group of patients
any longer.

Most aides/orderlies feel they are not
included enough in plans for patient
care.

The aide/orderly should always go to
bat for the nursing home no matter if

he/she agrees with its policies or not.
Having a lot of visitors and parties
on a floor keeps the aide/orderly
from doing his/her best.

Laughing at the patient's jokes and
telling jokes to patients make things
go more smoothly.

n

Agree
Very Much

41.

43.

44.

Disagree

Don't

Very Much

Know

a

n

£7

/76

£7

£7

Z7

£76

o

o

n

\n.

O

£7

£7

£76

£7

£7

O

\n^

when they cause problems.

O

O

LJ

\ /I7fi

No matter how much two people like
each other, when they work together
there are always annoying things that
lead to arguments.

O

£7

LJ

\ On

£7

£7

£/

£/7i

£7

£7

£7 -

/7,

LJ

£7

/_/

Um

meeting.

£7

£7

£7

£77

Aides/Orderlies who are interested in
hearing about the patients' activities
-away from their floor help them do

£7

U

U

\ On

£7

£7

£7

Most of the time the aides/orderlies
job is not very rewarding.
Too much record keeping is asked of
the aide/orderly.
Aides/Orderlies should often be allowed
to "get tough" with visitors or rela
tives who are troublemakers.

45.

Disagree
A Little

Most aides/orderlies really feel
unsure in their work.

42.

Agree
A Little

The trouble with most supervisors is
that they usually can't make up their
minds if they want to be on the aide's/
orderly's side or the administration's.

46.

Changing soiled linens and bathing
sick patients are pretty depressing
jobs at times.

47.

48.

49.

Most patients are treated too softly

A wise aide/orderly will show a patient
early just who is boss.

50.

Not very many aides/orderlies can be
sweet and even-tempered with the

patients all day without letting them
get on his/her nerves.

51.

When an aide/orderly doesn't do a
good job with the patients, it may be
because the administration doesn't do

their part around the nursing home.
52.

Aides/Orderlies are very happy with
the job this nursing home is doing.

53.

Most aides/orderlies would rather get
their floor work done than go to staff

54.

better.

55. Too often aides/orderlies are fired for
reasons that are not important and for
things that were not their fault.

//

£777

Agree
Very Much

Agree

Disagree

Disagree

Don't

A Little

A Little

Very Much

Know

Being an aide/orderly sometimes is
more headaches than its worth.

n

o

no

o

n

on

o

n

on

o

n

on

o

n

on

o

n

on

o

n

on

floors often do more harm than good.

o

n

on

If aides/orderlies would have fun
with their patients, the patients
would be more willing to take their

o

n

on

o

n

on

o

n

on

The aide/orderly is required to do
too much housekeeping on the ward.

When people ask a question about the

nursing home, it/s better for the aide/
orderly to lie a little, than to not

/"V

answer at all.

Most supervisors know little more

about managing a floor than the aides/
orderlies do.

If there is one thing that most aides/
orderlies don't like to do, it's
working on a floor where all the

patients need total physical care.
Most patients should have more disci

pline than they get.
There are some things that just can't
be settled by talking.

Patients often need some of the

natural' meanness taken out of them.

Managing elderly patients is a nervewracking job.

Most likely an aide's/orderly's first
wish would be that the supervisor and
the professional staff would be more

understanding.

Aides/orderlies shouldn't criticize

the rest home publicly.

Professional staff who visit the

advice.

Most aides/orderlies are worried alot

about doing something that would

cause them to lose their jobs.

People who work as aides/orderlies
often would rather be doing some
other type of work.

Agree

Agree

Disagree

Disagree

Don't

Very Much

A Little

A Little

Very Much

Know

Nursing homes should take steps to see
that the aide/orderly is relieved of

cleaning and housekeeping jobs on the

o

a

o

o

O

o

■ o

n

o

o

00

0

0

00

o

p

00

o

0

00

n

o

00

n

o

00

floor.

What the aide/orderly does away from the
job is of no concern to the nursing home
where he/she works.

The trouble with most supervisors is
that they are too concerned about their
own problems to be of much help to the

aide/orderly.

There are so many things to be done
that it seems a waste of time for the

aide/orderly to have to do all the
bathing and physical care of patients.

Patients are actually happier when they
are made to "toe the line" all the time.

It's natural to have arguments when

two people who have minds of their
own work together.

It's sometimes needed for the aide/

orderly to break the patients will.

It's natural for an aide/orderly to
"blow their top" when residents get on
his/her nerves.

Few supervisors realize how hard it

is to be an aide/orderly.

When I hear others say bad things
about our nursing home, it makes me mad.

Having aides/orderlies get together to
talk over their problems usually
causes more harm than good.

When you do things together patients

feel close to you and can talk easier.
In working as an aide/orderly, one
never knows what he may be accused of.

On bad days, I sometimes wonder why I
ever took a job as an aide/orderly.
Of all the things an aide/orderly has
to do, cleaning up and keeping records
straight are the most boring.

When off duty, the aide/orderly has the
right to criticize the nursing home
like any other person.

87. The aide/orderly cannot always
depend upon the supervisor's
judgment, and must sometimes
take things into his/her hands.

88.

It would be a good thing if the
aide/orderly could be relieved
of the activities that involve

physical care of sick patients.

Agree

Agree

Disagree

Disagree

Don't

Very Much

A Little

A Little

Very Much

Know

OPINION - DEMOGRAPHIC QUESTIONNAIRE

V E,

A <s-e:

R^s pohj se.s

The questions and statements on the next few pages will help this researcher

to know more about your background, and the likes and dislikes you have about
your job and the patients you work with.

Please answer the following questions by checking the right box or by writing
in the answer that is the one you want. The researcher nc°ds you to answer all
of the questions. TO NOT write your name on any of these papers, and do not
write in the spaces that are marked, "Don't write here."

Thank you very much for helping with this survey. We, the researchers, think

that with your help we will be able to give helpful recommendations to improve
and change some of the difficulties of your job.

Do not write

in these spaces

What is your sex?

/y Male^^

^ Femalej

2.

What is your age to the nearest year? (write in)

3.

What is your marital status?

Marriedj^

yj Single^ /~7 Divorced or

/~7 Widowed. /~7 Other:

Separated3

4.

What is your racial or ethnic background?

^ Whitej^ £J Spanish or [J Black or

Asian or

Mexican -

African-

Asian -

American2

American^

American^

C7 Other:

5.

What is your job title? ^ Aide^^ £j Orderly2 CJ Other:

6.

What is your religion?

Catholic^

^

Protestant2 /~7 Jewish or

/ / None* /~~7 Other:

S.D.A.3

7.

What is the highest grade you have completed in school? (Circle year only)
Elementary

-1 2 3 4 5 6

.123456

8.

Jr. High

High School

7 88 99

10 11^ 13

7

Are you now attending school?
School^

High

School2

Jr. College

14

fj yes ^ No

/~7 Junior

College3

College

Graduate

15 16

17 18 19 20+

If yes, what kind?

/~7 College- /~~I Graduate or

Professionally

9.

Are you a U. S. citizen either by birth or naturalized?

Yes^^ /"V N02

10.

How long have you worked here, to the nearest year? (write in)

11.

How many jobs have you had in the past three years?(write in)
What type(s) of job(s)?

/—

(write in)

12. Do you have more than one job now? /~7 Yes^
If yes, what type(s) of job(s)?

N02

(write in)

13. What was your income in the last tax year?

14.

/

(write in)

JT

Have you had any training in caring for the elderly?

OO

Yesj^

If yes, what kind? (write in)

N02

j^J

15.

How much are you paid per hour? (write in)

16.

How many people are you supporting, including all relatives and yourself?

(write in)

jt* 3' *4"^

/

17.

How many places have you lived in the past three years? (write in)

18.

How long have you lived in this state? (write in)
In this country? (write in)
^O

19.

20.

/

ilyQ

Agree
Very Much

Agree
A Little

Disagree
A Little

Disagree
Very Much

Don't
Know

if the aide/orderly is hard on him.

/~7

LJ

/"7

^

/T

People who think they can alwasy work
without arguing must not know what work

/"V

a

u

A patient will be thankful later

is all about.

21.

Some patients are so bad that they must
be taught to be afraid of the aide/
orderly for their own good.

22.

Patients will get on any aide/orderly's
nerves after they have been with them
all day.

23.

Aides/Orderlies would do a better job
yith the patients if the nursing home
administration were more understanding.

24.

Rest homes like this one are often

unfairly put down.

Agree

Disagree

Disagree

A Little

A Little

Very Much

o

o

o

o

o

o

0

0

0

o

u

0

have fewer visitors on their floor.

0

0

0

Supervisors could be of more help if
they would take time to get to know

0

0

0

0

0

0

0

a

0

0

0

0

0

o

u

n

n

o

Agree
Very Much

Aides/Orderlies can do a better job if
they are left alone.

Patients are happier and behave better
when the aide/orderly shows an interest
in them.

When things go wrong, the aide/orderly
is usually the one who gets the blame.

Most aides/orderlies wish alot that
they had taken up some other kind of
work that pays better

Most aides/orderlies feel that clean

ing up a room is very dull and boring.

Most aides/orderlies would prefer to

the aide's/orderly's problems.

Most aides/orderlies like to do jobs

other than giving direct physical care
to patients.

Strict discipline builds a strong
character.

Sometimes an aide/orderly should "tell
off" a fellow worder in order to get

his/her rights.
An aide/orderly must often drive the
mischief out of a patient before he/
she will behave.

Aides/orderlies often feel that they
can't stand their group of patients
any longer.

Most aides/orderlies feel they are not
included enough in plans for patient

The aide/orderly should always go to
bat for the nursing home no matter if

he/she agrees with its policies or not.
Having a lot of visitors and parties
on a floor keeps the aide/orderly
from doing his/her best.

Laughing at the patient's jokes and
telling jokes to patients make things
go more smoothly.

Agree

Agree

Very Much

A Little

Disagree
A Little

Disagree
Very Much

Don't
Know

Most aides/orderlies really feel
unsure in their work.

o

^

a

£7

^

rj

£7

^

a

u

^

o

o

^

o

u

^

o

o

^

u

a

a

o

Most of the time the aides/orderlies

job is not very rewarding.
Too much record keeping is asked of
the aide/orderly.

Aides/Orderlies should often be allowed

to "get tough" with visitors or rela
tives who are troublemakers.

The trouble with most supervisors is
that they usually can't make up their
minds if they want to be on the aide's/
orderly's side or the administration's.

Changing soiled linens and bathing
sick patients are pretty depressing
jobs at times.

Most patients are treated too softly
when they cause problems.
No matter how much two people like

each other, when they work together
there are always annoying things that
lead to arguments.

A wise aide/orderly will show a patient
early just who is boss.

Not very many aides/orderlies can be

sweet and even-tempered with the

patients all day without letting them
get on his/her nerves.

When an aide/orderly doesn't do a
good job with the patients, it may be
because the administration doesn't do

their part around the nursing home.

Aides/Orderlies are very happy with
the job this nursing home is doing.
Most aides/orderlies would rather get
their floor work done than go to staff
meeting.

Aides/Orderlies who are interested in

hearing about the patients' activities
eway from their floor help them do
better.

Too often aides/orderlies are fired for

reasons that are not important and for
things that were not their fault.

/~7

56,

Agree

Agree

Disagree

Disagree

Don't

Very Much

A Little

A Little

Very Much

Know

Being an aide/orderly sometimes is
more headaches than its worth.

57.

o

o

o

a

O

O

On

O

O

£7,9

o

^

£7

£,/«

£7

^

u \o^

0

o

^

O

\ On

£7

£7

£7

£78

o

o

0

£./

£78

£7

£7

^

O

\ On

o

o

^

£7

£78

£7

£7

£7

£7

£/8

o

o

£7

£7

£78

£7

£7

IS

O

On

£7

£7

£7

£7

£7o

/s

o

£7

£7

£791

o

o

CJ

I Z__/92

The aide/orderly is required to do
too much housekeeping on the ward.

58.

o

When people ask a question about the

nursing home, it/s better for the aide/
orderly to lie a little, than to not

/"/

answer at all.

59.

Most supervisors know little more
about managing a floor than the aides/
orderlies do.

60.

If there is one thing that most aides/
orderlies don't like to do, it's
working on a floor where all the

*

patients need total physical care.
61.

Most patients should have more disci
pline than they get.

62.

There are some things that just can't
be settled by talking.

63.

Patients often need some of the
natural meanness taken out of them.

64.

Managing elderly patients is a nervewracking job.

65.

Most likely an aide's/orderly's first
wish would be that the supervisor and
the professional staff would be more
understanding.

66.

67.

Aides/orderlies shouldn't criticize
the rest home publicly.
Professional staff who visit the

floors often do more harm than good.
68.

If aides/orderlies would have fun
with their patients, the patients
would be more willing to take their
advice.

69.

70.

Most aides/orderlies are worried alot
about doing something that would
cause them to lose their jobs.

People who work as aides/orderlies
often would rather be doing some
other type of work.

Agree
Very Much

71.

Agree
A Little

Disagree
A Little

Disagree
Very Much

Don't
Know

Nursing homes should take steps to see
that the aide/orderly is relieved of
cleaning and housekeeping jobs on the

u

o

o

o
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o
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£7

£7
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O

floor.

72.

What the aide/orderly does away from the
job is of no concern to the nursing home
where he/she works.

73.

The trouble with most supervisors is
that they are too concerned about their

own problems to be of much help to the
aide/orderly.

74.

There are so many things to be done
that it seems a waste of time for the

aide/orderly to have to do all the

bathing and physical care of patients.

75.

Patients are actually happier when they
are made to "toe the line" all the time.

76.

It's natural to have arguments when
two people who have minds of their

own work together.

77.

78.

It's sometimes needed for the aide/
orderly to break the patients will.

It's natural for an aide/orderly to
"blow their top" when residents get on
his/her nerves.

79.

Few supervisors realize how hard it

is to be an aide/orderly.
80.

When I hear others say bad things
about our nursing home, it makes me mad.

81.

Having aides/orderlies get together to
talk over their problems usually
causes more harm than good.

82.

When you do things together patients
feel close to you and can talk easier.

83.

In working as an aide/orderly, one
never knows what he may be accused of.

84.

On bad days, I sometimes wonder why I
ever took a job as an aide/orderly.

85.

Of all the things an aide/orderly has
to do, cleaning up and keeping records
straight are the most boring.

86.

When off duty, the aide/orderly has the
right to criticize the nursing home
like any other person.

87. The aide/orderly cannot always
depend upon the supervisor's
Judgment, and must sometimes
take things into his/her hands.

88.

It would be a good thing if the
aide/orderly could be relieved
of the activities that involve

physical care of sick patients.
jirtiFT yJoe.K CD

Agree

Agree

Disagree

Disagree

Don't

Very Much

A Little

A Little

Very Much

Know

SREB Attendant Opinion Survey
In the following scale, numerical ranks are given each response in such a

way that strong agreement to each of the 5 items in a category would
result in a score of 20. Strong disagreement to each item of a given

categoiy would result in a score of 5. Administration time takes approxi
mately 40 minutes.
SREB ATTENDANT OPINION SCALE

Directions: Read each of the statements below and then rate them as foUows:
A = strongly agree
d = mildly disagree

a = mildly ai^gree
D = strongly disagree

Indicate your opinion by marking the "A" if you strongly agree; a ^
mDdly agree; "d" if you mildly disagree; and "D if you strongly disagree.
Mark only one answer for each statement.

This is not a test; therefore you will not receive a score. There are no right or
wrong answers, so answer according to your own opinion. It ^

that all questions be answered. Many staternentswiU seem ^^ike, but all
necessary to show slight differences of opmion. The term resident refers
to retarded individuals housed in the institution.
A resident will be grateful later on if the attendant is
strict on him.

People who think they can always work together

2WC1.

without arguments just don't know the facts.
residents are so bad they must be taught to

3BW1. Some

fear adults for their own good.
4FD1.

A good attendant should shelter his residents from
life's little difficulties.

Residents wiU get on any attendant's nerves after
being with them aU day.
6SA1.

A resident should be taught to avoid fighting, no
matter what happens.

Attendants should adjust to the resident rather than
exnect the resident to adjust to them.

Attendants would do a better job with the children
if the administration were more understanding.
lOEVl.

Institutions like this one are often unjustly criticized.
Residents should be allowed to disagree with their
dormitory attendants if they feel their own ideas are

IIAAI.

There are so many things a resident needs to lef^
that there is no excuse for his sitting around witn

9II1.

better.

time on his hands.

, If you let residents talk about their troubles they

12AC1.

end up complaining even more.
13SS1,

A young resident should be protected from hearing
about sex.

14AS1.
15IN1.

Attendants can do a better job if they are left alone.
An attendant should make it her business to know

everyttiirig that is going on in the institution.

Residents are happier and better behaved when at
tendants show an interest in their affairs.

17JI1
1.

■V^^en things go WTong the attendant is the only one
who usually gets the blame.

I. Residents should be pushed to develop as soon as

18AD1

19JR1t.

possible.

Most attendants frequently wish that thev had
taken up some other line of work which pays more.

L. Most attendants feel that cleaning a dormitory is
pure drudgery.

.. Most attendants would prefer to have fewer visitors
on their ward.

.. Supervisors could be of more help if they would take
time to get to know the attendant's problems.

. Most attendants prefer to perform jobs other than
giving du-ect physical care to residents.

-. Strict discipline develops a fine, strong character.

24S2.

25WC2.
.

Sometirnes it is necessary for an attendant to "tell
off a feUow worker in order to get her rights.
26BW2.
I. It is frequently necessary to drive the mischief out of
a resident before he will behave.

27FD2.
•

The resident should learn to rely on the attendant for

Eolvmg all of his little problems.

. Attendants often feel that they can't stand their
particular group of residents a moment longer.

29SA2.
.
30E2.
.

31IA2.
.
32II2.■

A resident should always be taught to back away

rather than fight when he is in trouble.

Attendants must earn the respect of residents.
Most attendants feel that they are rot included
enough when plans for the residents are being made.
attendant should always go to bat for the insti-

tutiori, regardless of whether or not he agrees with

its policies and practices.
33EV2

Residents should be encouraged to tell their dormito^ attendants when they feel rules are unreason

34AA2

There is no reason why, on nice days, residents should

able.

not be out-of-doors as much as possible.

Attendants who start a resident talking about big

worries don t realize that sometimes it's better to
leave well enough alone.
^

36SS2.

It is very important that young boys and girls not be

37AS2.

Having a lot of visitors and parties on a ward keeps

allowed to see each other completely undressed.

j

the attendant from doing the best job possible.
A resident should never keep a secret from the at
tendant.

j

Laughing at residents jokes and telling jokes to res

40JI2.

^

idents make things go more smoothly.
j
Most attendants really feel somewhat insecure in
their work.

^

off he IS.

j

rewarding.

>

T^.e sooner a child learns to do for himself the better

Much of the time the attendant's job is not very

NWM2. Entirely too much record keeping is required of the
attendant.

'

14NPR2. Very often attendants should be permitted to "get
tough" with visitors or parents who are trouble
makers.

45ASR2. The trouble with most supervisors is that they usual
ly can't make up their minds if they want to be on
the attendant's side or the administration's side.
46NPC2.
16NPC2.

Changing soiled linens and bathing sick or total-care

residents are pretty depressing jobs at times.
47S3. Most residents are dealt with too leniently when they
cause problems.
48WC3.

No matter how much two people like each other,
when they work together there are always differences
which cause irritation and lead to arguments.

49BW3.

A wise attendant will teach a resident early just who
is boss.

50FD3.

Residents should learn to come to the attendant for
advice, even if the decision to be made is very minor.
5113. It is a rare attendant who can be sweet and even

tempered with her children all day without letting
them get on her nerves.

52SA3.
52SA3.

Tliere is no good excuse for a child hitting another
child.

53E3.

Residents are too often asked to do all the compromis
ing and adjustment and that is not fair.
54IA3. When an attendant doesn't do a good job with the
residents, it may be because the administration
doesn't do its part around the institution.

55II3.
55II3.

Attendants are completely satisfied with the job this
institution is doing.

56EV3.

A resident has a right to his own point of view and

should be allowed to express it.
57AA3. Attendants should teach their children that the way
58AC3.

to get ahead is to keep busy and not waste time.
Residents pester you with all their little upsets if you
aren't careful from the first.

59SS3.

Children who take part in sex play usually have
something wTong with them.
60AS3. Most attendants would prefer to get their ward work
done rather than attend staff meetings.

61IN3. An attendant has to do the planning because she is
the one who knows what is going on in the ward.

62CS3. Attendants who are interested in hearing about
residents' activities outside the ward help them

progress faster.
63JI3
63JI3. Too often attendants are fired for reasons that are

not important and for things that were not their
fatdt.
64AD3
64AD3.

The sooner a resident is weaned from emotional ties
to the attendant, the better otf he will be.

65JR3
65JR3.

Being an attendant sometimes presents more head
aches than it's worth.

56NWM3. The attendant is required to do too much housekeep
ing on the dormitory.

67NPR3. WTen neighbors ask a question about the institution.

it is better for the attendant to answer it a little in
correctly than not to answer it at all.

!. l^ortunately, most supervisors know little more
about managing a ward than does the attendant,

t. If there is one thing that most attendants balk at, it's

■vrorkmg on a ward where the residents need total

70OS4:.

physical care.

Most residents should have more discipline than
they get.

^

. There are some things which just can't be settled by
a mild discussion.

. Residents frequently need some of the natural mean
ness taken out of them.

. Attendante should know better than to allow resi-

d^ts to be exposed to situations which may be diffi-

■ M^sging retarded children is a nerve racking job.
' p^i^dren
shoiddornot
play roughly because it often
leads to trouble
injury.
76E4.i An attendant should treat a resident as an equal.

7414.
75SA4.

77IA4.

Probably an attendant's first wish would be that the

su^rmtendent and prolessional staff would be more

understanding.

78II4.

Attendants should not criticize the institution in
A resident's ideas should be seriously considered in

public.

makmg dornutory decisions.

A r^ident who is doing something aU the time will

most likely be happy.

If a resident has upset feelings, it is best to leave him
alone and not make it look serious.

Sex is the most important problem to be contended
with m an institution.

^ofessional staff who visit the wards often do more

harm than good.

The whole ward does fine if the attendant finds out
what is gomg on and really takes charge of things.

If attendants would have fun with their residents,

the residents would be more apt to take their advice.

Most attend^ts are constantly worried about doing
somethmg which wiU cause them to lose their job.
^ attendant should always be pushing residents to
develop as soon as possible.

Pec^le who work as attendants often would rather
be domg some other kind of job.

Institutions should take steps to see that the at
tendant m relieved of cleaning and housekeeping
jobs on the dormitory.

What the attendant does away from the job is of no
busmess to the institution.

^e trouble with most supervisors is that they are

too concerned about their own problems to be of

much help to the attendant.

There are so niany things to be done that it seems a

waste of time for the attendant to have to do all the

dente^^ ^ physical care of sick or dependent resi-

A a dD

93S5. Residents are actually happier when they are made
to "toe the line" at ail times.

94WC5. It's natural to have quarrels when two people who
both have minds of their own work together.
, 95BW5. It is sometimes necessary for the attendant to break
the resident's will.

96FD5. Residents should he kept away from all jobs which
might be discouraging.

9715. It's natiu-al for an attendant to "blow her top" when
residents get on her nerves.

98SA5. Most attendants prefer a quiet resident to an active,
"scrappy" one.

99E5. There is no reason attendants should have their way
all the time, any more than residents should have
their way all the time.
100IA5. Few superintendents realize how difficult it is to be
an attendant.

101II5. When I hear others comment unfavorably about our
institution, it makes my blood boil.
102EV5. When a resident is in trouble he should know he

won't be punished for talking about it with his dormi
tory attendant.

103AA5. The sooner a resident leams a wasted minute is gone
forever, the better off he will be.

104AC5. The trouble with giving attention to residents' prob
lems is that they usually just make up a lot of
stories to keep your attention.

105SS5. Masturbation by residents is a serious thing and
should be dealt with severely.
106AS5. Having attendants get together to talk over their
problems usually causes more harm than good.

107IN5. An attendant must often be prepared to "snoop" a
little to find out what is really going on around the
institution.

108CS5. When you do things together residents feel dose to
you and can talk easier.
109JI5. In working as an attendant, one never knows what
he may be accused of next.
110AD5. The earlier a child is weaned from the bottle the
better off he is.

111JR5. On bad days I sometimes wonder why I ever took a
job as an attendant.

112NWM5. Of all aspects of the attendant's job, cleaning up and
keeping the records straight are the most boring.
113NPR5. WTien off duty the attendant has the right to criticize
the institution just like any other citizen.

114ASR5. The attendant cannot always depend upon the super
visor's judgment, and therefore must sometimes take
things into her own brands.

115NPC5. It would be a good thing if the attendant could be
relieved of most of the activities involving direct
physical care of residents who are sick or dependent.

In the following Attendant Opinion Scale Scoring Form, numerical
values are assigned to attendant responses as follows:

Strongly agree = 4
Mildly agree = 3

Mildly disagree = 2
Strongly disagree = 1

ATTENDANT OPINION SCALE—SCORING FORM
Institutioi

Code Number_

CATEGORIES

ITEMS

Strictness (S)

Work Conflict (WC)
Breaking the V/ill(BW)
Fostering Dependency
(FD)

Irritability (I)
Suppression of Aggresion (SA)
Equality (E)
Inconsiderateness of
Administration (lA)
Institutional Identifi
cation (II)
Encourage Verbaliza
tion (EV)
Approval of Activity
(AA)
Avoidance of Communi
cation (AC)

Suppression of Sex (SS)
Attendant Seclusiveness
(AS)

Intrusiveness (IN)
Comradeship with
Residents (CR)

Job Insecurity (JI)
Push to Accelerate

Development (AD)
Job Rejection (JR)

Negative Ward Manage
ment(NWM)
Negative Public
Relations (NPR)
Negative AttendantSupervisor Relations
(A-SR)
Negative Physical Care
(NPC)

-(45)

(68)

(91)

(114).

.(46)

(69)

(92)

(115).

Table 26—Relationship of Opinion Form Scores to Performance Ratings and
Information Form Scores

Attitude Category

Nature
Of
Trait

Mean

High

Mean Difference

Low

Scorers Scorers

(HighLow)

1 Strictness

11.6

15.9

-4.3**

2 Work Conflict

12.6

15.5

-2.9*

3 Breaking the Will
4 Fostering Dependency
5 Irritability

11.1

16.3

-5.2»*

6 Suppression of Aggression
7 Equality.

+

11.3

18.1

-6.8**

13.1

15.3

-2.2 N. S

13.4

16.5

-3.1**

15.8

16.3

-0.5 N.8

8 tnconsiderateness of
Administration

12.3

16.3

-4.0**

9 Institutional Identification

15.5

17.5

-2.0 N. S

10 Encourage Verbalization
11 Approval of Activity

16.6

15.7

-t-0.9 N. S

16.1

17.9

-1.8*

12 Avoidance of Communication

13.8

18.0

-4.2**

13 Suppression of Sex

10.3

17.4

-7.1**

14

Attendant Seclusiveness

11.5

16.4

-4.9**

Intrusiveness

11.2

15.0

-3.8**

16.2

17.1

-0.9 N. S

10.4

16.5

-6.1**

12.9

16.8

-3.9**

11.1

14.9

-3.8*

9.2

13.5

-4.3**

8.5

13.9

-5.4**

15

16 Comradeship with Residents
17 Job Insecurity
18 Push to Accelerate Development..
19 Job Rejection

20 Negative Ward Management
21 Negative Public Relations
22 Negative Attendant-Supervisor
Relations.

23 Negative Physical Care....

+

11.0

15.5

-4.5**

11.1

14.9

-3.8**

15

•P<.05

**P<.01

Keep in mind that the higher the mean score, the higher the weighting
on the attitude category in question. The hjrpothesis that high Informa
tion Test scorers who had been chosen as "best all around attendants
would demonstrate more favorable attitudes was statistically borne out

in seventeen of the twenty-three categories. No difi'erences were found
between the high and low scorers on five categories, and in one category—

"Approval of Activity"—the low information scorers demonstrated
more favorable attitudes. Further use of the test wfii be necessary in
order to explain this finding.

Table 25—Attitude Changes In A Group of Attendants Following Training
Nature of
Trait Pos

sessed by

Attitude Category

Attendant

Lower
No
Higher
Load Change Load-

ing

ing

19*

0

3

15

1

6

3

Strictness
Work conflict
Breaking the will

15

0

7

4

Fostering dependency

19

2

1

5

13

4

5

6

Irritability
Suppression of resident

15

2

5

7

Equality re: residents

13

4

5

8

Inconsiderateness of the
administration
Institutional identification
Encourage resident
verbalization
Approval of resident activities..
Avoidance of communication...
Suppression of resident sex
Attendant seclusiveness
Intrusiveness

1
2

—

aggression

9
10
11
12
13
14

15
16

17
18
19
20

+

Comradeship with residents....
Job insecurity
Push to develop residents
Job rejection
Negative attitude toward
management

21

Negative attitude toward
public relations

22

Negative attendant-supervisor

23

Negative Physical Care

relations

12

4

6

+

3

10

9

+

10

3

9

+

11

6

5

19

0

3

22

0

0

15

3

4

8

4

10

+
—

—

—

—

—

—

7

2

13

12

4

6

14

3

5

14

3

5

16

6

0

17

1

4

10

3

9

(Test scores not available for this
category on this item.)

*For example, 19 of the trainees, after training, demonstrated a reduction in
strictness attitudes. Three showed an increase in this category.

Note: In every category the mean quantitative change was in the predicted
direction with the exception of category 7,

Table 24—Test-Retest Reliability Co-efficients of the Opinion Scale Categories '

Category

Mean Item
Test-Retest

Sum of Category

.553
.514
.523
.477
.443
.502
.451
.635
.547
.306
.492
.462
.576
.508
.496
.464
.679
.440
.532
.626
.519
.580
.437

.773
.691
.761
.775
.650
.738
.544
.856
.699
.604
.804
.732
.732
.680
.584
.734
.819
.596
.761
.793
.412
.776
.588

Test-Retest

'We are indebted to Dr. Earl Butterfield of the Psychology Department, Yade
University, for the analysis of these data.

Wniiams (1966) correlated scores made by attendants on the Opinion
Scale with 13 variables. These included:

Attendant Age
Attendant Sex

Shift Assigned
Cottage Assigned

Attendant Education

Number of Residents

Religious Preference

Supervised

Own Children

Resident Mental Level

Years Employed
Nursing Service vs. Cottage
Life Assignment

Sex of Residents

Age of Residents

Out of the 13 variables only the department to which the attendant
was assigned was found significant. Those employed in the Cottage Life

Department showed more positive attitudes than those in the Nursing
Service Department.

LOMA LINDA UNIVERSITY
SCHOOL OF HEALTH

Department of Health Science and Services
Gerontology Program
Instructor: Isao Horinouchi, Ph.D.

EVALUATION CHECKLIST FOR A NURSING HOME

The Department of Health, Education, and Welfare has established standards
and requirements that are considered pertinent in selecting a nursing home.
When it becomes necessary for an older person to be institutionalized due to
unmanageable physical or mental conditions at home, the selection of a good
nursing home is very important. Therefore, the following are the guidelines
in determining a first-rate institution. The first four criteria are essential
and must exist for all nursing homes. The other checklist may be covered by
requirements established by state, county, and city regulations, but, some of
the checklists are opitional and desirable. The higher the number of check
list the better the facility.

1. Does the home have a current license from the state?
2. Does the administrator have a current license from the
state?

5. If you need and are eligible for financial assistance, is
the home certified to participate in government or other
programs that provide it?
4. Does the home provide special services such as a specific
diet or therapy which the patient needs?

Physical considerations
5. Location

a.
b.
c.
d.

Pleasing to the patient?
Convenient for patient's personal doctor?
Convenient for frequent visits?
Near a hospital?

6. Accident prevention
a. Well-lighted inside?
b. Free of hazards underfoot?

c. Chairs sturdy and not easily tipped?
d. Warning signs posted around freshly waxed floors?
e. Handrails in hallways and grab bars in bathrooms?
7. Fire safety
a. Meets federal and/or state codes?

b. Exits clearly marked and unobstructed?
c. Written emergency evacuation plan?
d. Frequent fire drills?
e. Exit doors not locked on the insider

f. Stairways enclosed and doors to stairways kept
dosed?

NURSING HOME CHECKLIST:

2

8. Bedrooms

a. Open to hall?
b. Window?

c.
d.
e.
f.
g.

No more than four beds per room?
Easy access to each bed?
Drapery for each bed?
Nurse call bell by each bed?
Fresh drinking water at each bed?

h. At least one comfortable chair per patient?
i. Reading lights?
j. Clothes closet and drawers?
k. Room for a wheelchair to maneuver?

1. Care used in selecting roommates?
9. Cleanliness

a. Generally clean, even though it may have a lived-in
look?

b. Free of unpleasant odors?
c. Incontinent patients given prompt attention?
10. Lobby
a. Is the atmosphere welcoming?
b. If also a lounge, is it being used by residents?
c. Furniture attractive and comfortable?
d. Plants and flowers?

e. Certificates and licenses on display?
11. Hallways

a. Large enough for two wheelchairs to pass with ease?
b. Hand-grip railings on the sides?
12. Dining room
a. Attractive and inviting?
b. Comfortable chairs and tables?

c. Easy to move around in?
d. Tables convenient for those in wheelchairs?

e. Food tasty and attractively served?
f. Meals match posted menu?

g. Those needing help receiving it?
13. Kitchen

a. Food preparation, dishwashing and garbage areas
separated?

b. Food needing refrigeration not standing on
counters?

c. Kitchen help observe sanitation rules?
14. Activity rooms
a. Rooms available for patients' activities?

b. Equipment(such as games, easels, yarn, kiln, etc.)?
c. Residents using equipment?

NURSING HOME CHECKLIST:
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15. Special purpose rooms

a. Rooms set aside for physical examinations or
therapy?

b. Rooms being used for stated purpose?
16. Isolation room

a. At least one bed and batliroom for patients with
contagious illness?
17. Toiletfacilities
a. Convenient to bedrooms?

b. Easy for a wheelchair patient to use?
c. Sink?

d. Nurse call bell?

e. Handgrips on or near toilets?

f. Bathtubs and showers with nonslip surfaces?
18. Grounds

a. Residents can get fresh air?

b. Ramps to help handicapped?
Services
19. Medical

a. Physician available in emergency?
b. Private physician allowed?
c; Regular medical attention assured?

d. Thorough physical immediately before or upon
admission?

e. Medical records and plan of care kept?
f. Patient involved in plans for treatment?

g. Other medical services (dentists, optometrists, etc.)?
h. Freedom to purchase medicines outside home?
20. Hospitalization

a. Arrangement with nearby hospital for transfer when
necessary?

21. Nursing services

a. RN responsible for nusing staff in a skilled nursing
home?

b. LPN on duty day and night in a skilled nursing
home?

c. Trained nurses* aides and orderlies on duty in
homes providing some nursing care?
22. Physical therapy
a. Specialists in various therapies available when
needed?

2S. Activities program
a. Individual patient preferences observed?
b. Group and individual activities?

c. Residents encouraged but not forced to participate?
d. Outside trips for those who can go?
e. Volunteers from the community work with patients?

UNIVERS'TY library
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24. Religiotis observances

a. Arrangements made for patient to worship as he
pleases?
b. Religious observances a matter of choice?
25. Social services

a. Social worker available to help residents and
families?
26. Food

a. Dietitian plans menus for patients on special diets?
b. Variety from meal to meal?
c. Meals served at normal times?

d. Plenty of time for each meal?
e. Snacks?

f. Food delivered to patients' rooms?
g. Help with eating given when needed?

27. Grooming
a. Barbers and beauticians available for men and
women?

Attitudes and atmosphere

28. General atmosphere warm, pleasant, and cheerful?
29. Staff members show interest in and affection for indi

vidual patients? Are courteous and respectful? Stop to
chat with patients?

SO. Administrator courteous and helpful?
a. Knotvs patients by name?

b. Available to answer questions, hear complaints or
discuss problems?

31. Staff members respond quickly to patient calls for assis
tance?

52. Residents appear alert?

a. Residents are active and involved unless they are
very sick?
b. Can decorate their own bedrooms?
c. Can wear their own clothes?

d. Have a chance for self-expression?
e. Can work for themselves if they wish?
53. Visiting hours set for convenience of residents and
visitors?

34. Civil rights regulations observed?

35. Visitors and volunteers pleased with home?

